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Statistically, one out of every 50,000 to 100,000 
administrations of combustible anesthetics results 
in a fatal explosion accident. How many occur with 
less than fatal consequences is anybody’s guess: 
publicity for such events is not eagerly sought. Com- 
plete explosion-proofing of all equipment in the 
operating room is the only way in which this terri- 
fying hazard can be eliminated. 


This new Picker Fluorescent Film I]luminator 
is completely explosion-proof ...not merely “vapor- 
sealed.” It is the first design which combines all 
necessary safety requirements with the highest de- 
gree of film-illuminating efficiency. 


Your local Picker representative will be glad 
to demonstrate the many advantages of this new 
Illuminator .. . or write for Bulletin No. 1847, 
please. Picker X-Ray Corporation, 300 Fourth 
Avenue, New York 10, N. Y. 


PICKER erplesion proof 


fluorescent x-ray film illuminator 
another in the long line of “firsts” by 


























@ All movable fittings are thread-in- 
thread for flame tightness, with no depend- 
ence on ground-surface joints. 


@ All enclosures are strong enough to 
safely contain the pressure for internal ex- 
plosion without damage. 


@ The construction will not leak flames or 
sparks or suddenly release the hot gases 
developed in internal explosions. 
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Heavo JARTERS FOR SCIENTIFIC 


salt akseance de ORDER TODAY or write immediately 


AND CLINICAL RESEARCH AP~ 
PARATUS, REAGENT CHEMICALS 





243 Broadway 













PATHOLOGY | 
LABORATORY > 
BLOOD 
AND PLASMA 
? FACILITY 
f CENTRAL 
| SUPPLY 
wy | X-RAY 
SURGICAL 
SUPPLY 


This indispensable department serves to centralize 
equipment for the preparation of surgical solu- 
tions, whole blood and plasma facilities. 


FENWAL EQUIPMENT 


is the installation of choice of many leading hospi- 
tals throughout the world, who enjoy the benefits 
of low-cost surgical solutions, as required. Of 
economic significance, a major proportion of 
Fenwal Parenteral Fluid equipment is essential 
to the blood bank facility as well. 


The simplicity of Fenwal equipment is such that 
it can be accurately and safely operated by any 
trained attendant. The Fenwal technic of produc- 
ing sterile fluids is actually far less difficult than 
that of collecting blood and producing plasma. 
The service and economies afforded suggest a 


Fenwal equipped FLUIDS PRODUCTION SUP- 
PLY as a logical “must.” 


for further information — 


MACALASTER BICKNELL COMPANY 


Cambridge 39, Massachusetts 
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REGIONAL MEETINGS 


Association of Western Hospitals— 
April 19-22; Los Angeles (Biltmore 
Hotel). 


Carolinas-Virginias Hospital Confer- 
ence — April 15-16; Roanoke, Va. 
(Hotel Roanoke). 


Mid-West Hospital Association — 





OCIATION AND ALLIED MEETINGS ) 





April 14-16; Kansas City (Audi- 
torium). 


New England Hospital Assembly — 
March 15-17; Boston (Statler Hotel). 


Southeastern Hospital Association— 
April 22-24; Biloxi, Miss. (Buena 
Vista Hotel). 














Puritan Pressure Control Regulators 





© POSITIVE Pressure Tube-type Flowmeter assures unerring accuracy, 


requires minimum maintenance. 


*'Entire unit is built of solid die forgings for greatest sturdiness 


and utility. 


* Self-seating relief valve provides maximum safety without atten- 


tion. 





equipped with 





See your 
Puritan Dealer 
or write our 
nearest office for 
more information 


DESIGNED AND CONSTRUCTED FOR YEARS OF SAFE, 
ACCURATE SERVICE 


In the field of gas therapy equipment, Puritan Regulators 
the scientifically calibrated, tube-type 
flowmeter offer POSITIVE pressure regulation. Available 
with either single or two-stage reduction. With one set- 
ting of flowmeter, a two-stage regulator will deliver 
cylinder content without fluctuation. Regulators equipped 
with dial type flow gauges are also available. 


QUALITY AND PRECISION INSIDE AND OUT 


"Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 


PURITAN COMPRESSED GAS CORPORATION 


ATLANTA BOSTON 


NEW YORK 


BALTIMORE 
DETROIT 


ST. LOUIS 





DALLAS 


CINCINNATI 
KANSAS CITY 


CHICAGO 
ST. PAUL 


Puritan Dealers in Principal Cities 











American a 2a Association 50th Annual Convention—September 20-23; Atlantic City. 
Mid-Year Conterence of Presidents and Secretaries—February 6-7; Chicago (Drake Hotel). 


Tri-State Hospital Assembly — May 
3-5; Chicago (Palmer House). 


Upper Midwest Hospital Conference 
— June 1-3; Minneapolis [{Audi- 
torium). 


STATE MEETINGS 


Illinois Mid-Year — January 29-30; 
Springfield (Hotel Abraham Lin- 
coln). 


lowa—April 24; Des Moines (Hotel 
Fort Des Moines). 

Kentucky — April 1-2; Lexington 
(Phoenix Hotel). 


New Jersey — May 20-22; Atlantic 
City (Hotel Dennis). 


New York—May 26-28; Lake Placid 
(Arena). 


North Dakota — May 5-6; Grand 
Forks. 


Ohio—April 6-8; Columbus (Deshler- 
Wallick Hotel). 

Pennsylvania — April 28-30; Philadel- 
phia (Bellevue-Stratford Hotel). 


Texas — March 4-6; Dallas (Baker 
Hotel). 


Wisconsin — February 19; Milwaukee 
(Schroeder Hotel). 


OTHER MEETINGS 


American Association of Medical 
Record Librarians—September 20- 
23; Atlantic City, (Chalfonte-Had- 
don Hall). 


American Association of Nurse Anes- 
thetists—September 20-23; Atlan- 
tic City (Ritz-Carlton Hotel). 


American College of Hospital Ad- 
ministrators — September 18-19; 
Atlantic City (Traymore Hotell. 


American Medical Association—June 
21-25; Chicago. 

American Protestant Hospital Asso- 
ciation—September 17-19; Atlan- 
tic City (Hotel Dennis). 

National Association of Methodist 


Hospitals and Homes — February 
18-19; Cincinnati (Gibson Hotel). 


Semi-Annual Conference of Blue Cross 
Plans—March 29-April 1; Los An- 
geles (Biltmore Hotel). 
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Meet the latest Blodgett gas-fired oven! 

It is specially designed to help you turn out more 
better food per hour. 

How? Through “oven cookery,” the method by which 
your Blodgett oven serves for cooking hams and ham- 
burgers...for roasting and braising...for preparing 
vegetables, breads and desserts. 

A lot to expect from an oven, it’s true. But all of the 
22 Blodgett models are built to stand the gaff. 


Oven liners, for example, are made of “35” Monel*. 
This durable Nickel Alloy is stronger and tougher 
than structural steel. It is rustproof... and corrosion- 
resistant all the way through. It’s not affected by steam 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 WALL STREET NEW YORK 5, N. Y. 
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A BLODGETT OVEN 
IN DURABLE “35° MONEL 
OFFERS YOU... 


@ Easy Loading 

®@ Flexible Operation 

® Accurate Temperature Control 
@ Good Baking 

@ Speedy Production 


® Ec ical Fuel C 





@ Ease of Servicing 

®@ Cooler Kitchen Temperatures 
@ Space Savings 

@ Good Looks 

@ Long Life 

® Easy Cleaning 

® Fast Heat by Gas 


a 








and moisture. It withstands cooking and baking tem- 
peratures. Won’t warp. Isn’t bothered by fats, food 
acids or corrosive vapors. 

Now look at that satin-finish exterior paneling! 
That’s “35” Monel, too. Hard use won’t hurt it. And 
your toughest clean-up crew won’t scour away its good 
looks. “35” Monel stays clean and bright with a mini- 
mum of effort. 

Naturally, there isn’t room here to tell you every- 
thing about “35” Monel...or to point out all the ad- 
vantages of these versatile Blodgett ovens. So here’s 
our suggestion: Write the G. S. BLopGETT COMPANY, 
Inc., 50 Lakeside Avenue, Burlington, Vermont, and 


ask them to send you the full story. *Reg. U.S. Pat. Off. 


EMBLEM OF SERVICE 
Bivcin bs 








OFFICERS of,She American Hospital Association 





PRESIDENT 

Graham L. Davis, W. K. Kellogg Foundation, Battle Creek, Mich. 

PRESIDENT-ELECT 

Joseph G. Norby, Columbia Hospital, Milwaukee 11, Wis. 

FIRST VICE PRESIDENT 

M. H. Eichenlaub, Western Pennsylvania Hospital, Pittsburgh 24 

SECOND VICE PRESIDENT 

Ruth C. Wilson, Maritime Hospital Service Association, Monc- 
ton, New Brunswick 

THIRD VICE PRESIDENT 

F. Ross Porter, Duke Hospital, Durham, N. C. 

TREASURER 

A. C. Bachmeyer, M.D., University of Chicago Clinics, Chicago 37 


BOARD OF TRUSTEES 

A. C. Bachmeyer, M.D., ex officio (treasurer) 

Rev. John W. Barrett, Archdiocese of Chicago, Chicago 5 

Guy J. Clark, Cleveland Hospital Council, Cleveland 15 

William L. Coffey, Milwaukee County Institutions, Wauwatosa, 
Wis. 

James A. Crabtree, M.D., U.S. Public Health Service, Washing- 
ton 25, D. C. 

Graham L. Davis, ex officio (president) 

John H. Hayes, ex officio (past-president) 

Stuart K. Hummel, Silver Cross Hospital, Joliet, Ill. 

Joseph G. Norby, ex officio (president-elect) 

Lawrence R. Payne, Baylor University Hospital, Dallas 1, Texas 

Mildred Riese, R.N., Children’s Hospital, Detroit 2 

Anthony J. J. Rourke, M.D., Stanford University Hospitals, San 
Francisco 17 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 


COMMITTEE ON COORDINATION OF ACTIVITIES 


Graham L. Davis, chairman 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

Robin C. Buerki, M.D., Hospitals of the University of Pennsyl- 
vania, Philadelphia 4 

R. F. Cahalane, Massachusetts Hospital Service, Inc., Boston 11 

Edwin L. Crosby, M.D., Johns Hopkins Hospital, Baltimore 5 

John N. Hatfield, Pennsylvania Hospital, Philadelphia 7 

Florence King, Jewish Hospital, St. Louis 10 

Jacque B. Norman, Greenville General Hospital, Greenville, S. C. 

Sister Mary Reginald, Mount Mercy Sanitarium, Dyer, Ind. 

Donald C. Smelzer, M.D., Germantown Dispensary and Hospital, 
Philadelphia 44 

B. Tol Terrell, Harris Memorial Methodist Hospital, Fort Worth 
4, Texas 


COUNCIL ON ADMINISTRATIVE PRACTICE 
Sister Mary Reginald, chairman 
Frank S. Groner, Baptist Memorial Hospital, Memphis 3, Tenn. 
James W. Stephan, University of Minnesota, Minneapolis 14 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N. Y. 
Ray E. Brown, University of Chicago Clinics, Chicago 37 
Ritz E. Heerman, California Hospital, Los Angeles 15 


COUNCIL ON PROFESSIONAL PRACTICE 
Robin C. Buerki, M.D., chairman 
Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
Mildred Riese, R.N., Children’s Hospital, Detroit 2 
Herbert M. Wortman, M.D., Mountainside Hospital, Montclair, 
N 


. j- 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 
Harold C. Mickey, Duke Hospital, Durham, N. C. 


COUNCIL ON HOSPITAL PLANNING AND 
PLANT OPERATION 
Jacque B. Norman, chairman 
Milo F. Dean, Great Falls Clinic, Great Falls, Mont. 
James McNee, St. Luke’s Hospital, Duluth 5, Minn. 
J. J. Golub, M.D., Hospital for Joint Diseases, New York City 35 
George H. Buck, Mercer Hospital, Trenton 8, N. j. 
Vane M. Hoge, M.D., U. S. Public Health Service, Washington 
25, D.C 
Roy Hudenburg, secretary, 18 East Division Street, Chicago 10 
COUNCIL ON PUBLIC RELATIONS 
Florence King, chairman 
R. F. Cahalane, Massachusetts Hospital Service, Inc., Boston 11 
William B. Sweeney, Windham Community Memorial Hospital, 
Willimantic, Conn. 
R. F. Whitaker, Emory University (Ga.) Hospital 
Arthur J. Will, County of Los Angeles Department of Charities, 
Los Angeles 33 
Marshall I. Pickens, Duke Endowment, Charlotte, N. C. 
C. J. Foley, secretary, 18 East Division Street, Chicago 10 
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COUNCIL ON GOVERNMENT RELATIONS 


John N. Hatfield, chairman 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 

Rt. Rev. Msgr. Maurice F. Griffin, St. Philomena’s Church, Cleve- 
land 12 

Carl P. Wright, General Hospital of Syracuse, Syracuse 5, N. Y. 

W. E. Arnold, St. Luke’s Hospital, Jacksonville 6, Fla. 

W. P. Earngey Jr., Norfolk General Hospital, Norfolk 7, Va. 

Albert V. Whitehall, secretary, Washington Service Bureau, 1834 
K Street N.W., Washington 6, D. C. 


COUNCIL ON ASSOCIATION RELATIONS 


B. Tol Terrell, chairman 

William P. Butler, San Jose Hospital, San Jose 14, Calif. 

Ralph M. Hueston, Wesley Memorial Hospital, Chicago 11 

T. H. Haynes, Knoxville General Hospital, Knoxville 17, Tenn. 

Rt. Rev. Msgr. John J. Healy, Diocese of Little Rock, Little 
Rock, Ark. 

Fred A. McNamara, Hospital Section, U. S. Bureau of the Budget, 
Washington 5, D. C. 

William G. Simmons, secretary, 18 East Division Street, Chica- 
go 10 


COUNCIL ON INTERNATIONAL RELATIONS 

Donald C. Smelzer, M.D., chairman 

Harvey Agnew, M.D., Canadian Hospital Council, Toronto 5, 
Ontario 

Very Rev. Msgr. John J. Bingham, Archdiocese of New York, 
New York City 22 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. 

J. Russell Clark, Brooklyn Hospital, Brooklyn 1, N. Y. 

George U. Wood, Peralta Hospital, Oakland g, Calif. 


COUNCIL ON EDUCATION 

Edwin L. Crosby, M.D., chairman 
J. R. Clemmons, M.D., Roosevelt Hospital, New York City 19 
Sister M. Patricia, St. Mary’s Hospital, Duluth 5, Minn. 
James A. Hamilton, University of Minnesota, Minneapolis 14 
Robert H. Bishop Jr., M.D., Western Reserve University School 

of Medicine, Cleveland 6 
J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal, Que. 


COUNCIL ON PREPAYMENT PLANS AND HOSPITAL 
REIMBURSEMENT 

E. Dwight Barnett, M.D., chairman 
E. I. Erickson, Augustana Hospital, Chicago 14 
Rev. George Lewis Smith, Diocese of Charleston, Aiken, S. C. 
O. G. Pratt, Rhode Island Hospital, Providence 2 
John R. Stone, Menninger Foundation, Topeka, Kans. 
John H. Hayes, Lenox Hill Hospital, New York 21 


BLUE CROSS COMMISSION 


R. F. Cahalane, chairman 

J. Douglas Colman, vice chairman, Maryland Hospital Service, 
Baltimore 2 

Abraham Oseroff, treasurer, Hospital Service Association of Pitts- 
burgh, Pittsburgh 22 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

J. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N. Y. 

F. Kenneth Helsby, Group Hospital Service, Inc., Kansas City 
6, Mo. 

F. P. G. Lattner, Hospital Service, Inc., of Iowa, Des Moines 7 

E. P. Lichty, Blue Cross Plan for Hospital Care, Chicago 90 

—— M.D., Strong Memorial Hospital, Rochester 7, 


E. Duncan Millican, Quebec Hospital Service, Association, Mon- 
treal, Quebec 

Joseph G. Norby, Columbia Hospital, Milwaukee 11 

Richard O. Parker, Hospital Service, Inc., of Stark County, Can- 
ton 2, Ohio 

Louis H. Pink, Associated Hospital Service of New York, New 
York 17 

H. — Florida Hospital Service Corporation, Jackson- 
ville 1 

Ralph G. Walker, Hospital Service of Southern California, Los 
Angeles 5 

Richard M. Jones, director, 18 East Division Street, Chicago 10 


EXECUTIVE STAFF, 18 EAST DIVISION STREET, CHICAGO 10 


George Bugbee, executive director 

Hugo V. Hullerman, M.D., assistant director 
Maurice J. Norby, assistant director 
Kenneth Williamson, assistant director 
John M. Storm, executive editor 

John G. Williams, business manager 
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OW CAN SMALLER HOSPITALS PROVIDE 
| NEEDED LINENS FOR MORE PATIENTS? 


@ The 25 to 75-bed hospital has the same problem as large hospitals —to provide, 
from the available supply, more clean linens for more patients. 


One answer, as hundreds of small hospitals have found, is the AMERICAN 
4-MACHINE LAUNDRY. This compact unit enables them to launder 
and return linens to service in a few hours, thus assuring a plentiful supply of 
clean linens at all times. In addition, laundering costs are kept to the minimum 
and standards of sanitation are under hospital control. 


Write today for catalog on the AMERICAN 4-MACHINE LAUNDRY. 


Installation of AMERICAN 4-Mackine Laundry—washes, removes excess water, 


a dries and irons all types of linens beautifully. Note small space required. 
ao : & 


Every department of the hos- 
pital depends on the laundry. 
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HE TRAVELOGUE CONTINUES. In 

Toronto the lecture to the 50 
students in the School of Hygiene, 
University of ‘Toronto, was on 
Michigan’s hospital survey. Ionia 
Hospital floor plans, showing offices 
for physicians and health depart- 
ment in the hospital, caused so 
much discussion the lecture period 
ran 30 minutes overtime. 

At the Toronto Hospital Coun- 
cil luncheon, discussion centered 
around the leadership such groups 
should take in planning integrated 
health services. Director Bradley 
may undertake such studies as re- 
search projects. He is another Bach- 
meyer product directing university 
courses—Clay at Yale, Stephan at 
Minnesota, Stevens at Washington 
and Gorrell at Columbia. 

At the afternoon seminar with 
the hospital administration  stu- 





dents, discussion ranged over a 
wide variety of subjects, including 
future trends in hospital adminis- 
tration as affected by changes in 
the organization of health services 
generally. r 

At home in the evening Harvey 
Agnew displayed his latest paint- 
ings. Life carried his picture and 
one of his paintings that week. 

Traverse City: Jane Davis from 
Niles turned up at the Michigan 
Hospital Association conference 
bruised and stiff after her automo- 
bile turned over twice on icy roads. 
Despite the weather it was the larg- 
est attendance ever. Monday morn- 
ing papers and discussion were on 
the pressing problem of where to 
get enough dollars to pay the bills 
and what to do with the dollars 
after getting them. 
Baltimore: The color slides again 
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AN 


EAGER BEAVER 


i,,C AN OVERDO IT! 


The complexities of managing a modern hospital have an 


insidious way of building up to a breaking point . . . thus 
many a man, trying to do everything, can find himself in 
a jam. 


Best rationale we know for this condition is a capable 
assistant, and capable heads for your departments. 


We have these well-trained people for you whenever you 
need them . . . just write or telephone us. 


BURNEICE LARSON, Director 
wan THE MEDICAL BUREAU 
Sy, Palmolive Bldg. at 919 N. Michigan Ave. 
y CHICAGO ILLINOIS 






















illustrated the talk to the Mary- 
land-District of Columbia Hospital : 
Association. Doug Colman ably 4 
presented the Maryland hospital 
plan. It indicated intelligent anal- 
ysis and common sense in allocat- 
ing priorities. 

President Ed Crosby and his pro- 
gram committee presented out- 
standing speakers from everywhere, 
with major emphasis on the hos- 
pital as a community welfare insti- 
tution. Nowhere was mention 
made of how to clean floors. At- 
tendance broke all records. 

Dean Stebbins of the Hopkins 
School of Public Health has so 
integrated the hospital administra- 
tion courses into the M.P.H. degree 
curriculum that it is impossible to 
tell yet who is and who is not 
studying to be a hospital adminis- 
trator. Some go public health stu- 
dents are taking electives in hos- 
pital administration. 

Charlotte: To get back where 
folks talk the way they should and i 
vote dry as long as they can stagger 
to the polls makes me homesick. 
The North Carolina Hospital Asso- H 
ciation’s Council on Public Rela- i 
tions organized an excellent two- t 
day program on the general theme | 
of “Good Health Today and To- , 
morrow.” The stimulus came from } 
Kay Kyser’s famous Good Health 
Association. Kay failed to arrive, 
but sent a recording of his talk. 
That gives me ideas. 

The color slides were used again. 
Dean Davison of the Duke Univer- 
sity Medical School expressed 
amazement that the Ionia Hospital 
has a nursery. Duke Hospital closed 
up its 50-bassinet nursery after the 
Allentown incident and put the 
babies with their mothers. 

Omaha: The next day MacEach- 
ern remarked, when he saw the 
Nebraska Hospital Association 
crowd, that he had attended these 
meetings not sO many years ago 
with only eight or 10 people pres- 
ent. The program was based on the 
theory a speaker may talk after 20 
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MISTAKEN IDEAS 


about Sound Conditioning 
in Hospitals 


mistake #1 THAT SOUND CONDITIONING IS EXPENSIVE... 
The fact is: In many new hospitals (and in new wings on 
existing hospitals) the cost of Acousti-Celotex sound 
conditioning hardly exceeds the cost of the finish coats 
of plaster and paint that it can replace. And in all 
installations, the long term savings in fatigue of doctors 
and nurses. ..in patients’ comfort ...and in 
heightened efficiency of hospital personnel, are out of all 
proportion to the cost of the acoustical treatment. 


mistake #2 THAT SOUND CONDITIONING IS DISTURBING TO INSTALL... 
The fact is: Hundreds of hospital installations have 
been completed by the distributors of Acousti-Celotex* 
products using special methods and equipment that make 
the job quick, clean, and quiet. Rubber-tired scaffolds, 
wall-to-wall drop cloths, and silently-driven screws instead 
of hammered nails, are a few of the devices that have 
stuffed our files with warm letters of appreciation 
from hospital] directors. 


mistake #3 THAT SOUND CONDITIONING IS HARD TO MAINTAIN... 
The fact is: You can paint repeatedly the perforated tiles 
used in Acousti-Celotex sound conditioning . . . yet 
Acousti-Celotex will continue to blot up noise as thirstily 
as ever. These are some of the reasons why more 
hospitals have been sound conditioned with Acousti-Celotex 
products than with any other material. 


YOU ARE ENTITLED to a free analysis of your own 
noise problem by a trained sound technician—your 
nearest distributor of Acousti-Celotex products. 
He brings you the benefit of an accumulated experience 
of a quarter century in sound conditioning, and the 
proved performance of Acousti-Celotex products in 
more than 200,000 installations. 
Look for him in your classified phone directory—or write 
us today, saying when you would like to see him. 
Sound conditioning is a sound investment. nea. U.S. PAT. OFF. 


THE CELOTEX CORPORATION, CHICAGO 3, ILLINOIS 


TRADE MARK REG. U. S. PAT. OFF 


PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM 
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minutes but not say much. The 
color slides were used again. 

Dean Harold Lueth of the med- 
ical school showed us his ambitious 
plans for developing a medical 
center. At the dinner MacEachern 
talked about the hospital of the 
future and Bob Cunningham and 
I also stuck our necks out. 


Houghton: Health Officer Scott 
and John Rice, newspaper pub- 
lisher and radio station owner, 
went with Dr. Kinde and me on 
the 120-mile trip through the snow. 
Many deer were hanging in hunt- 
ers’ camps along the road. 

Dr. Haroid Hoge in Ewen is 
doing his best to serve about 8,000 
people 45 miles from the nearest 
hospital. At dinner in the evening 
it was decided what the area need- 
ed was a community clinic with 
perhaps six beds for normal ob- 
stetrics, emergency surgery and cer- 
tain types of medical cases. With 
this facility a physician, assisted by 
a public health nurse and perhaps 
two other nurses, could make a big 
dent on the health needs of these 
people. The suggestion of a two- 
way radio in the physician’s auto- 
mobile makes sense. 

Marquette: The next day flying 
Radiologist Bolitho literally blew 
into the conference at St. Luke’s 
Hospital on progress made with the 
diagnostic services program. He 
was half an hour out of Escanaba, 
85 miles away. Hilda Torrop was 
there organizing one of the six 
training centers for practical nurses 
operated by the Michigan public 
school system. 

Chicago: Chairman Murdock 
kept the conference on nursing 
functioning smoothly with a well 
prepared agenda. On the question 
of recruiting additional nurses to 
meet the present emergency it was 
decided not much could be done. 
Lucile Petry reported a_ hospital 
with 70 per cent of its nurses on 
part time; but some of these wom- 
en may be neglecting young chil- 
dren. 


The British suggestion that the 
basic nursing curriculum be re- 
duced to two years, with some of 
the special subjects and unneces- 
sary practical experience cut out, 
met with some favor. This would 
mean more of the special subjects 
taken after the degree. The sug- 
gestion was kicked around that the 
candidates for R.N. and university 
degrees be screened out in the one- 
year practical nurse program after 
high school. George Bugbee sug- 
gested that so many different types 
of workers on the ward might cause 


complications. Frank Bradley said 
nursing education should be the 
responsibility of the educational 
system with hospitals responsible 
only for practical experience. 

The December Ladies’ Home 
Journal and Pathfinder for Decem- 
ber 3 had articles in which the 
blame for all the nursing shortage 
is not placed on hospitals. Ella 
Best and Morris Fishbein are dis- 
agreeing in the press over his state- 
ment .in a Hygeia editorial that 
leaders assert “practical nurses will 
be able to do from 80 to go per 
cent of the ordinary bedside nurs- 
ing in hospitals.” 

Washington: The Federal Hospi- 
tal Council’s Committee on Rural 
Health pondered progress made in 
educating the rural population. 
Information is slow to filter to the 
grass roots, despite intensive efforts 
on the part of farm organizations, 
agriculture colleges, the Depart- 
ment of Agriculture, the Public 
Health Service and official state 
agencies. Farm organizations are 
not well represented on state ad- 
visory councils. It was decided offi- 
cial state agencies should make 
more effort to acquaint the farmer 
with what the law means to him. 

Farm organizations complained 
that interpretation of the “prevail- 
ing wage’ requirement as applied 
to rural areas was unnecessarily in- 
flating construction costs. This is 
being investigated. 

Lansing: A day was spent with 
Jim Dack going over what needs 
to be done to finish the Michigan 
hospital plan. How to satisfy all 
the little towns that want to build 
hospitals is a political headache. 

Chicago: The Joint Commission 
on Education spent most of its 
time discussing its recommenda- 
tions as to the instructional year, 
based on the 100 hospital problem 
study. It has planned a workshop 
on personnel management, two 
internship conferences and publi- 
cation of additional teaching ma- 
terials, including correspondence 
courses, before it goes out of exist- 
ence next May. 

The lecture to the 107 students 
at the first institute on hospital 
planning was on the role of the 
hospital consultant. When I sug- 
gested I might join the eight for- 
mer presidents on the AHA con- 
sultant list a year from now, Jim 
Hamilton announced I could never 
quality. Another ambition blasted. 
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The most important quality 
cannot be seen or felt 





Main advantage of 
Curity Catgut must be 


evaluated clinically 


When you examine a strand of 
Curity Catgut, you can both see 
and feel some of the qualities that 
make it a good suture—smooth- 
ness, pliability, tensile strength. 


But the most important quality 
in Curity Catgut you cannot see or 
feel: predictable absorption. It means 
that, by choosing a Curity Suture 
of the right size and degree of 
chromicization, you can maintain 
effective wound closure, within a 
wide margin of safety. That is why so 
many surgeons rely on Curity Cat- 
gut for outstanding performance. 


To achieve predictable absorp- 
tion, Curity Suture Laboratories 
have devoted years of research to 
the chemistry and physics of cat- 
gut, and have made many major 
contributions to catgut processing. 
That’s why Curity Sutures com- 
pletely satisfy your demands. Try 
them, and see for yourself. 





— Guity 
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Next Month in 
This Snace— 


TALES 
AND DETAILS 


—a new column—notes from 
me, your Cutter Detail Man, 
featuring the kind of stuff 
you like to talk about when I 
call in person. 


for doctors © 
only 


When you want more facts 
about a Cutter product than 
a regular ad can give —when 
you want the “intimate” de- 
tail on a new product or idea 
—when you want the latest 
story I’ve picked up on my 
rounds— you will find them 
in this column—exclusive! 


read the inside story 


Who’s the villain in the Dip- 
Pert-Tet case—and when can 
you get plenty? How research 
multiplies the blood fractions. 
Why “old maids” make safer 
intravenous solutions. All this 
and more starting next month 
in the first episode of “Tales 
and Details” from 
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Berkeley 1, California 





















































...on the Disadvantages 
and the Advantages 
of a Square H ospital. 








The Question—Would the advantages of a square arrangement 
seem to outweigh the disadvantages if you were planning to build 


a new hospital? 


: CENTRALIZATION IDEA SOUND 


I AGREE COMPLETELY with Dr. 
Carter’s basic idea of centralization 
of service facilities with direct verti- 
cal traffic lines, and feel that wher- 
ever possible future hospital con- 
struction should be based on such 
a plan. I am not as enthusiastic 
about the square arrangement, as 
outlined by Dr. Carter, as I am over 
modification of the double cross or 
combined V-type construction with 
centralization of service facilities. 

Dr. Carter has already indicated 
the main objections to the square 
arrangement, and they cannot be 
dismissed lightly. Noise and the 
hubbub of nursing and medical ac- 
tivity would likely be objectionable 
to patients because of the proxim- 
ity of the service facilities to vir- 
tually all the rooms. The nurses’ 
station provides little visual control 
of patient areas and gives the im- 
pression of being hidden. 

Service facilities are limited in 
the outline submitted, with a solar- 
ium or waiting room, treatment 
room and private facilities for con- 
ferences between doctors, nurses or 
relatives not available. The floor 
kitchen area necessitates a trayvey- 
or type of food distribution, yet 
there is considerable question on 
the part of dietitians, architects and 
consultants on the wisdom of a cen- 
tral tray service for hospitals with 
more than 250-300 beds. 





COMMENTS? 


What do you think? Mem- 
bers are invited to comment 
further on the suggested 
square hospital as described 
by Dr. Fred G. Carter on page 
33 of the November issue. 
Please address opinions to 
HospiraAts, 18 E. Division 
Street, Chicago 10. 

THE EpitTors 











The diagram with Dr. Carter’s 
article has 1-2-3- and 5-bed units. 
As a matter of administration | 
would favor segregation of private 
and semiprivate patients in one di- 
vision as separate from ward pa- 
tients, but this is a detail that can 
be easily changed. 

I believe that all the service ad- 
vantages outlined by Dr. Carter for 
the square plan can be obtained in 
the combined V-type of construc- 
tion with comparative little more 
nursing travel required and with 
approximately the same square foot 
area. The square plan, as outlined, 
requires approximately 250 square 
feet a bed. A proposed combined 
V plan requires approximately 280 
square feet a bed, but provides a 
larger kitchen, solarium, treatment 
rooms, supervisor’s office, nursing 
rest room or additional storage and 
a physician’s conference room.— 
Albert W. Snoke, M.D., director, 
Grace-New Haven (Conn.) Com- 
munity Hospital. 


STANDARD PLAN IS 
REGIMENTATION 


IN HIS REALISTIC treatise on “Some 
Reasons for Building a Square Hos- 
pital,” Dr. Fred G. Carter states 
that “the wide variety of hospital 
building types that we see means 
that no totally satisfactory plan has 
yet been evolved.” This is another 
way of saying that perfection in 
hospital construction has not been 
achieved yet. No one will dispute 
that statement. 

We shall never reach perfection, 
but by studying the mistakes that 
are found in many types of hospital 
architecture, we shall more nearly 
approach the ideal. 

We agree that certain fundamen- 
tal principles are necessary in plan- 
ning construction of a_ hospital. 
Among these are unity of function 
of all departments, economy of op- 
eration and maintenance, and some 
flexibility. But above all we must 
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ALTERNATE MODEL 400-B 


This popular model, without pedestal base 
and hydraulic lift system, offers all other 
time-saving conveniences of Model 500. 
Also features the CRANK OPERATED 
FOOT SECTION that may be conveniently 
controlled by nurse from either side of 


Table at head end. 
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INCORPORATES AN “AMERICAN” 
ENGINEERED INNOVATION 


A new universal type socket, operat- 

ing by one master control, permits for 
° : the first time on any surgical or ob- 
stetrical table both INWARD as well 
as outward lateral adjustment of the 
leg-holder post. Leg-holding may now 
be attained by the fastest, simplest 
and most precise method known. 





Model 500 features HEAD-END CONTROL throughout 


... including lowering and withdrawing of Foot Section of table-top by 
CRANK CONTROL-the crank handles being conveniently placed on both 
sides of Table at head end. 

From a sitting or standing position, the anesthetist or nurse at head end 
of Table is able to maintain finger-tip control of (1) Hydraulic lift system 
(2) Head and body sections (3) Recessable foot section (4) Ether screen 
and shoulder braces (5) Trendelenberg angles (6) Floor locks operating 


simultaneously by a single foot pedal. 


WRITE TODAY for complete information 


Erie, Pennsylvania 














not lose sight of the principle of 
adjustability to type of patient— 
patronage. 

Regimentation may be accepted 
as an ideal for inanimate objects 
or institutions. In erecting hospi- 
tals, however, we are planning for 
the service of human beings. Hu- 
man beings think differently, react 
emotionally in different ways, are 
accustomed to different habits of 
living. For these reasons what suits 
the greatest group that will be 
identified with the use of the hos- 
pital should be the determining 


ical use of personnel, social status 
of patient and esthetic type of 
building. A uniform type of hos- 
pital construction would of neces- 
sity ignore all these elements which 
are so vital to the health of the pa- 
tients. 

The centralized direct vertical 
traffic and concentrated hospital 
such as Dr. Carter suggests is one 
type, if not the least expensive, to 
build. Certainly it is the most eco- 
nomical to operate. A standard 
plan for all hospitals is undesirable 
however, because it not only makes 
economy the paramount issue but 


factor in planning the architecture. 

The primary purpose of hospital 
construction is the need of the pa- 
tient, and the hospital should be 
built in such a way that the total 
patient is adequately cared for. 
Hence, several factors beside econ- 
omy of time and money must be 
considered in planning for con- 
struction of a hospital. 

Some considerations that contrib- 
ute to the health of the patients 
are: Climate, advantage to doctors, 
convenience of nurses and other 
professional staff members, econom- 








goes farther than that. It excludes 
the benefits listed’ above so that 
economy can be achieved. It sacri- 
fices elements that should be em- 
ployed if the patient is to be 
recognized as a human being. To 
a degree standardization reduces 
the patient to the status of an in- 
animate object.—Sister Mary Regin- 
ald, administrator, Mt. Mercy Hos- 
pital and Sanitarium, Dyer, Ind. 








SQUARE PLAN SHOWS 
FORWARD THINKING 


ADVOCATES OF vertical transpor- 
tation, proper utilization of traffic 
flow and production line activities 
in general hospitals will find com- 
fort and refreshment in reading 
and studying Dr. Fred Carter’s ar- 
ticle on “Some Reasons for Build- 
ing a Square Hospital”. 

The automotive industry has giv- 
en a $3,000 automobile to us for 
$1,500 by making thorough studies 
of time saving operations, highly 
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HOSPITAL GERMICIDE 


It is the low-cost use-dilution plus its power- 
ful germ killing action that has made 
STAPHENE the preferred “disinfectant in 
so many leading hospitals. You use less 
STAPHENE. You pay less per gallon of 
effective use dilution. 

Study the chart at the left. Note the high 
phenol coefficient of STAPHENE . . . its 
superior germicidal strength. As little as 
24 ounce (20 c.c.) of STAPHENE per gallon 
of water provides a solution powerful 
enough to destroy resistant, infection pro- 
ducing bacteria. 

You'll approve its safety too. STAPHENE 
is non-caustic and non-injurious to skin in 
use dilutions. High germicidal effectiveness, 
low toxicity (4% as toxic as Cresylic Acid 
Disf Coef 5) plus low cost of use dilu- 
tions make STAPHENE the outstand- 
ing germicide for general hospital use. 

Try it. 




























specialized procedures and produc- 
tion line manufacturing. Although 
we deal with human beings and 
sincerely hope that our viewpoint 
of hospital administration will al- 
ways be toward the human side of 
patient care, we can certainly pro- 
duce better care for that patient if 
we place him in the proper location 
so that he can take advantage of all 
economies made possible through 
efficient operation. 

The need expressed by Dr. Car- 
ter for a well designed hospital 
from a production standpoint rath- 
er than from a monumental or 
hodge-podge arrangement certainly 
is desirable. We of the hospital field 
should be proud to know that at 
least one of us has undertaken to 
produce this solution to the prob- 
lem of design. 

It is not conceded that the gen- 
eral arrangement laid out by Dr. 
Carter in the sketch accompanying 
this article will offer the desired re- 
sults. It does, however, approach 
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Today’s crowded conditions impose heavy burdens on your 
personnel. Haemo-Sol saves the time and labor formerly spent 
in scrubbing instruments and other surgical apparatus 
clotted with blood, tissue and mucous... Haemo- 

Sol does the work while student nurses and 

aides are busy with other duties! This 





fast-acting solvent quickly .and 

easily dissolves blood, disengages tissue 

from serrations, grooves and locks, and leaves 

instruments sparkling—without repeated laborious 

and damaging scrubbings. Hospitals are finding it an 

invaluable aid . . . an equipment-saver as well as a labor-saver, 

since Haemo-Sol makes instruments last longer, stay brighter, 

often salvages expensive equipment which might otherwise 

have to be discarded. Haemo-Sol solvent is effective on all 

types of surgical apparatus. Especially recommended for: 

Surgical Instruments, Hypodermic Syringes and Needles, 

Rubber Drains and Catheters, Transfusion, Infusion and I.V. 
Tubing, Rubber Gloves, Laboratory Glassware, etc. 


NO-SCRUB Blood Solvent Cleans 

Surgical Apparatus by 

Simple Method of Immersion 
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FOR USE IN: Operating Room 
Laboratory « O.B. Department 
Blood Bank Room « Central Supply 


“Reg. U.S. Pat. Off. 


Vat 34.4: & COMPANY, 1 INC. 


225 VARICK STREET . NEW YORK 
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a solution and indicates forward 
thinking along this line. 

To study a proposal of this type 
it is necessary to try to weigh the 
advantages of a square hospital 
against the disadvantages, then to 
attempt to cure the disadvantages 
and increase the advantages in or- 
der to make it workable. Many ad- 
vantages are listed in the article 
which all hospital administrators 
and designers agree are desirable. 

The most serious problem today 
is the high cost of operation, result- 
ing in large proportion from high 





labor costs, which represent more 
than 60 per cent of hospital ex- 
penditures. The most plausible so- 
lution to this immediate problem 
is economy of labor by physical 
arrangement or labor saving me- 
chanical devices. Not many of us 
agree that the chances of lower sal- 
aries will be of much benefit in 
solving this problem. 

In studying the sketch of the 
proposed square hospital, many 
questions of space allocation arise. 
There is a serious doubt that suffici- 
ent space is allowed in the center 
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of this square for the required serv- 
ices, especially the mechanical 
equipment necessary for vertical 
transportation. One great disad- 
vantage of this program is that 
future expansions are practically 
stopped other than through addi- 
tional floors. Nurses have very poor 
control of visitor traffic and also 
poor general observation of the 
patients’ corridor. 

It is difficult to work out the 
transportation distances from pa- 
tient to service as there would be a 
great deal of cross traffic among 
nursing personnel. Orientation of 
a square building is impossible for 
sunlight or prévailing winds, how- 
ever, I for one would cast my vote 
in favor of better facility arrange- 
ment over orientation. 

In general Dr. Carter’s plan gives 
food for thought. Modification to 
some degree probably will be the 
ultimate end.—Jacque B. Norman, 
superintendent, Greenville (S. C.) 
General Hospital. 


WILL FIT LIMITED 
BUILDING SITE 


THE MOST APPEALING feature of 
the square hospital idea is that it 
will fit into a limited building site. 
It will not sprawl all over the hos- 
pital’s grounds, encroaching on 
lawns and gardens enjoyed by con- 
valescing patients. Two or three 
such units can be built on the same 
amount of space that. other tradi- 
tional designs of hospitals would 
require for one building. 

The nursing unit of such a 
planned hospital must be large 
enough to permit the perimeter of 
patients’ rooms to be of sufficient 
area to obtain space for the neces- 
sary utilities in the center of the 
building. Utility facilities thus 
placed are certainly centrally lo- 
cated, which will offer the greatest 
possibility of saving steps. This in 
turn means saving of time. With the 
high cost of nursing and attendant 
care, anything that we can do to 
save labor nowadays is a must. 

The building cost of such a hos- 
pital should be proportionately 
less than that of the other type of 
design. The whole success of the 
plan will depend on an efficient 
lighting and air conditioning sys- 
tem. The idea of a square hospital 
is very timely, because anything 
that will reduce building costs and 
save labor is of the utmost impor- 
tance to hospitals today. — Frank J. 
Walter, administrator, Good Samari- 
tan Hospital, Portland, Ore. 
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during the first days of life.. 

















HIGHLY ACTIVE VITAMIN k COMPOUND 


Obstetricians and hospital executive staffs take pride together in 
providing the best possible start in life for each tiny new citizen 
whom they usher into this world. A single 10-mg injection of Synkayvite 





(vitamin K-compound, ‘Roche’) administered to the mother a few 

hours before delivery, or a 5-mg injection administered to the new born 
babe, will help to maintain the infant’s prothrombin level in the 

normal range during the first few days of life and thus to guard 











against neonatal hemorrhage. The routine use of Synkayvite 
is as economical as it is a valuable part of good care for the baby. 
Hoffmann-La Roche Inc * Hospital. Dept. * Nutley 10 *» New Jersey 
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T.M.—Synkayvite—Reg. U.S. Pat. Off. 
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STARTING THE NEXT CONVENTION 


NE OF THE EARLY and impor- 
® aah steps in planning a new 
convention is the rounding up of 
ideas. For the past several years 
cooperation of members has been 
asked through letters. Shortly after 
the close of the St. Louis conven- 
tion, letters went out to program 
participants, thanking them for 
their work and asking for com- 
ments on the past meeting and sug- 
gestions for future programs. 

More than half a hundred re- 
plies were received at headquarters 
this year. The letters contained a 
gratifying number of commenda- 
tions, ideas for next year and con- 
structive criticism. 

Final Meeting: The meeting cited 
most often for its value was the 
final general session. This meet- 
ing, held ‘Thursday afternoon, 
summarized what had been said at 
the sessions under program divi- 
sions of professional practice, ad- 
ministrative practice and planning 
and plant operation, with one per- 
son reporting on each division. A 
panel of Association past presidents 
then participated in a round table. 

Some of the comments about 
this meeting were: “I felt one of 
the outstanding points in the pro- 
gram was the round table and I 
would like very much to see this 
tried again at next year’s meeting.” 
“T thought the panel of past presi- 
dents was brilliant. This opinion 
was shared by several who attend- 
ed.” 

Group Discussion: Not only the 
general session round table, but 
the panel discussions that followed 
the reading of papers at almost 
every session won the approval of 
persons who attended the conven- 
tion. The value of the round table 
technique and the need for more 
such presentations were noted by 
several who wrote letters: 

“IT like your plan of floor dis- 
cussions after each paper. The time 
for this was very short in the sec- 
tions I attended, however, and I 
would suggest more real round ta- 
ble conferences.” 

Another administrator who com- 


24 


mented on the final session said: 
“One of the outstanding points in 
the convention program was the 
round table. I would like very 
much to see this tried again at next 
year’s meeting but I feel a greater 
length of time should be allotted 
to this particular feature.” 

A slightly different twist to the 
round table presentation was sug- 
gested by one person who asked 
that “consideration be given to 
holding round tables or discussion 
groups on specific topics without 
formal papers.” 


Papers: The need for specific 
answers to problems facing admin- 
istrators today is evident in the 
comments of many of the persons 
who wrote to headquarters. Defi- 
nite suggestions for accomplishing 
this through convention papers 
were found in a number of letters. 

The request was plainly stated 


by one correspondent in this way: 
“If some of the programs could be 
more specific as to how some of the 


problems have been met in 
certain hospitals or areas, I think 
it would be very helpful to many 
administrators attending the con- 
vention. The purposes, outlining 
the ideal setup, were occasionally 
presented (at St. Louis), but I 
think many of the administrators 
would like to know how this is 
accomplished.” 

Another request about conven- 
tion papers asked for one “which 
might be somewhat inspirational, 
but which would try to get down 
to grips on the actual problem of 
hospital management as it affects 
our human relations with our em- 
ployees.” 

Improvement of content would 
result, one writer thought, if “the 
content of each paper would be 
very well coordinated by the pro- 
gram committee so that each speak- 
er would know exactly the scope 
of his paper. This would produce 
less overlapping than is sometimes 
found in sectional meetings.” 

Time: The most frequently men- 
tioned criticism was that so much 





will be awarded a certificate. 


Soreno Hotel, St. Petersburg, Fla. 


A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and eligibility 
rules follows. Each institute is limited in attendance and persons completing each institute 


**Institute on Hospital Dietary Department Planning and Administration 


January 12-16 





Eligible: Administrators, assistant administrators and dietitians. In addition applicants must be 
either personal members of the American Hospital Association, or staff members of an institution 
holding Association membership, or instructors in institutional management at a university or 
college. Registration limited to 70. 


**Institute for Medical Record Librarians 

Wisconsin Hotel, Milwaukee January 26-30 
Eligible: Any medical record librarians or other persons working in the medical records depart- 

ment; any administrator. In addition applicants must be either personal members of the American 

Association of Medical Record Librarians, or personal members of the American Hospital Associ- 

ation, or employed by an institution holding membership in the American Hospital Association. 


*Personnel Institute 

Henry Grady Hotel, Atlanta, Ga. February 23-25 
Eligible: Persons holding administrative positions in the hospital or having all or part of the 

personnel responsibility delegated to them by the administrator. Registrants must be either 

personal members of the American Hospital Association, or staff members of an institution ho!ding 

membership in either the American Hospital Association or the Georgia Hospital Association. 


** Institute on Nursing 
Drake Hotel, Chicago March 1-5 

Eligible: Administrators of hospitals with schools of nursing and directors of schools of nursing. 
Registrants must be either personal members of the American Hospital Association or representa- 
tives of a hospital holding institutional Association membership, or be members of the National 
League of Nursing Education. 


**Institute for Nurse Anesthetists 
Providence Hospital Auditorium, Oakland, Calif. March 8-12 


Eligible: Persons holding personal membership in either the American Association of Nurse 
Anesthetists or the American Hospital Association, or employed by an institution having member- 
ship in the American Hospital Association. 


For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 
Chicago 10. 


**Council on Professional Practice, American Hospital Association, 18 East Division Street, 
Chicago 10. 
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in the Kny-Scheerer 
Tradition 





@ With prophetic vision, those who have guided the 
destiny of Kny-Scheerer products have regarded 
“Service” as essential to professional good-will as 
the dependable quality of their surgical instruments. 
@ Service—in the Kny-Scheerer tradition, goes fur- 
ther than its general commercial implication. It is a 
willingness to assist the surgical dealer in obtaining 
what may seem unobtainable. No request from a sur- 
gical dealer is ever considered too small... no effort 
too great, if a service can be rendered to the surgeon 


and the hospital. 








KNY-SCHEERER CORPORATION 


483 First Avenue, at 28th Street : New York 16, N. Y. 
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was going on at one time it was 
difficult to choose which meeting 
to attend. Typical of the comment 
is this example: “The only com- 
plaint I heard was that when there 
are several meetings going on at 
one time, many people want to be 
at two places at once. I should 
term this a compliment. . .” 

The crowded program and con- 
sequent lack of time were respon- 
sible for another criticism that ap- 
peared in a number of letters. This 
was that many persons were not 


able to spend enough time visiting 
and studying the exhibits. 

Miscellaneous: A variety of sub- 
jects were covered by the _ letters 
when writers submitted suggestions 
for improvements next year. A few 
of these, and some of the comments 
about features tried in 1947 for the 
first time, follow: 

“Wherever possible I would cut 
to three papers at any session. with 
no paper to exceed 20 minutes.” 

“The-number of new faces that 
appeared was very good.” 








STRENGTH 
Without Odor! 
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DISINFECTANT 


For Hospitals whose requirements are a disinfectant with unusual 
bactericidal powers plus lack of odor, Teramine is the perfect solution. 
This fully tested and guaranteed* disinfectant provides a phenol co- 
efficiency of “20” against EB. Typhosa, “28” against Staphylococcus 


oeryo? 
( 


Aureus (pus germs) and 


against Escherichia Coli. 


Storing or freezing does not lessen Teramine’s lethal potency. And 
it’s economical too — you use only 1 ounce to 1 gallon of water. 


Consult one of the 475 West representatives. You'll find his guidance 


invaluable. 











*As tested by the F.D.A. Method of the U.S. 


Department of Agriculture — Circular 198. 


Products That Promote Sanitation 


42-16 WEST STREET 
LONG ISLAND CITY 1,N. Y. 


%& BRANCHES IN PRINCIPAL CITIES OF 
THE UNITED STATES AND CANADA 





CLEANSING ‘DISINFECTANTS + INSECTICIDES - KOTEX VENDING MACHINES 
PAPER TOWELS » AUTOMATIC DEOQDORIZING APPLIANCES + LIQUID SOAPS 








“I was particularly impressed by 
the meetings that were scheduled 
at 12:30 every day. Without excep- 
tion they were most interesting and 
down-to-earth in their content.” 

“IT would like to hear ‘full-dress’ 
debates between individuals on 
controversial subjects. We have be- 
come so habituated to listing al- 
ternatives objectively that it is rare 
to hear someone take a strong stand 
and defend his position in public.” 

“The idea of having program 
participants get together for break- 
fast or lunch prior to their session 
is a swell one. It puts everyone at 
ease before the program starts.” 

Several subjects to be included 
in sessions at the next convention 
were requested in the letters. Among 
these are business practices of hos- 
pitals, extension of coverage in 
such fields as pharmacy, medical 
records and medical social service, 
and a demonstration of canned 
goods. 

Compliments: All the letter writ- 
ers agreed that the forty-ninth 
convention was an excellent meet- 
ing. Some of the typical statements 
that were received at headquarters 
are: 

“The St. Louis convention came 
as close as possible to perfection. 
It. was a uniform coverage of the 
entire hospital field without too 
much emphasis on economics or 
other phases which, in the minds of 
some people, are not directly relat- 
ed to the care of the patient. The 
emphasis was on professional care 
and this was highly commendable.” 

“T have had considerable exper- 
ience with the planning and han- 
dling of convention programs of 
other associations. In comparison 
therewith, you set a standard which 
outshines any of them.” 

“On the whole, I believe this is 
one of the finest conventions I have 
ever attended, and I think the con- 
tent and methods of presentation 
showed a marked improvement in 
quality over previous years.” 

“I thought the convention pro- 
gram was superior to any I have 
attended during the past 20 years. 
The subjects were timely and the 
speakers were well informed.” 

(For a report on the first meet- 
ing of the 1948 Convention Pro- 
gram Planning Committee see As- 
sociation Business in the news sec- 
tion.) 
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GENERAL PRACTITIONERS 


NCREASING EMPHASIS On specializa- 
I tion in medical practice in re- 
cent years has raised a serious ques- 
tion concerning the position of the 
general practitioner in hospitals. 
Some hospitals approved for train- 
ing of interns and resident physi- 
cians now limit staff appointments 
to practitioners certified by specialty 
boards or members of special socie- 
ties. The result: Exclusion of the 
general practitioner from the active 
medical staff. 

Rochester General Hospital has 
taken a step to meet the problem in 
an educational program for general 
practitioners. It was worked out 
after a discussion of these trends 
with nonspecialist members of the 
hospital staff. Its chief purpose is to 
provide continuous clinical train- 
ing for general practitioners so that 
they may keep abreast of new de- 
velopments in medicine. Applica- 
tions are accepted from nonspecial- 
ists who do not have a_ hospital 
appointment as well as from staff 
members. 

The program is conducted under 
the general supervision of a small 
committee consisting of two repre- 
sentatives of the general practi- 
tioners’ group and the assistant 
medical director who serves also as 
director of medical education. This 
group reviews, advises and acts 
upon all applications for training 
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FRANK C. SUTTON, M.D. 
MEDICAL DIRECTOR 
ROCHESTER (N.Y.) GENERAL HOSPITAL 


and maintains liaison with the 
chiefs of services to whom candi- 
dates for training are assigned. 

Those who intend to remain in 
general practice may elect consecu- 
tive one to three-year periods of 
training in medicine, pediatrics, 
obstetrics and surgery on a rotating 
basis. 

Those who plan eventually to 
limit their practice to one field may 
take progressively more advanced 
training in a chosen specialty as 








Three-Point Program 
Three ways in which general 
hospitals might help the general 
practitioner meet his medical 
care responsibilities are dis- 
cussed. Dr. Sutton's recommen- 
dations are: 
@ Eligible general practitioners 
should be entitled to appoint- 
ment on the active medical 
staff. 
@ A section or division of gen- 
eral practice shou!d be created 
in the active medical staff. 
@A continuous educational 
program for general practition- 
ers should be established. 
























merited. When they have advanced 
sufficiently in clinical ability, judg- 
ment and experience, they may be 
granted an appointment in the 
specialty division. 

Experience to date indicates that 
the majority of those who enroll 
expect to continue in general prac- 
tice. 

The teaching program is de- 
veloped around ward rounds, at- 
tendance at necropsies, outpatient, 
x-ray and pathology department ex- 
perience, and regular staff confer- 
ences under supervision of chiefs of 
services or assigned senior attend- 
ing physicians. Other resources of 
the hospital are used. Included are 
such activities as the medical li- 
brary, physical medicine, electro- 
cardiography, diet therapy and 
pharmacy. 

Training is conducted on an in- 
dividual rather than a group basis 
to permit adjustments to each can- 
didate’s ability. Progress reports are 
maintained and used as a guide for 
future training and for appoint- 
ments or promotion. Periodic re- 
fresher courses for general practi- 
tioners sponsored by the Council of 
Rochester Regional Hospitals also 
are held in the hospital to supple- 
ment the continuous training pro- 
gram. 

Although it is too early to evalu- 
ate results of such a program, it 
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GENERAL practitioners study gross and microscopic pathology throughout their training. 


should prove favorable since the 
project was set up to meet the de- 
sires of the general practitioners 
themselves. ‘The success of the plan 
depends as much upon their inter- 
est and initiative as upon the or- 
ganization of the teaching program 
and the chiefs of services. 

The general hospital is ideally 
equipped to conduct an education- 
al program because of its wide 
range of clinical facilities, organ- 
ized medical staff, convenience to 
the general practitioner and con- 
tinuity of training which can be 
provided throughout professional 
life. 


The Program 


Actually, the educational pro- 
gram is only one part of a three- 
point program which has evolved 
from a study of ways in which the 
hospital might help the general 
practitioner meet his important 
responsibilities in providing medi- 
cal care. 

The resulting policy recently was 
proposed by the Medical Society of 
the County of Monroe, N. Y. It is 
offered for consideration by hos- 
pital administrators and boards of 
trustees who are formulating or 
revising hospital policy regarding 
general practitioners. 

1. Eligible general practitioners 
(nonspecialists) should be entitled 
to appointment and promotion on 
the active medical staffs of general 
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hospitals and should be expected 
to assume the usual obligations of 
active staff membership. 

Court decisions repeatedly have 
upheld the right of boards of trus- 
tees to determine by reasonable 
rules which practitioners may be 
granted the privileges of the hospi- 
tal. The American Medical Associ- 
ation through its Council on Medi- 
cal Education and Hospitals has 
pointed out, however, that any hos- 
pital policy limiting medical staff 
appointments to physicians certi- 
fied by specialty boards or holding 
membership in certain special so- 
cieties is contrary to the principles 
of the council and the advisory 
board for medical specialties. It 
maintains that such policies, if 
practiced extensively, are detrimen- 
tal to the health of the people and 
therefore to American medicine. 

Hospital staff appointments, the 
council states, should depend upon 
the qualifications of physicians to 
render proper care to hospitalized 
patients as judged by the profes- 
sional staff of the hospital and not 
on certification or special society 
memberships. 

2. A section or division of gen- 
eral practice should be created in 
the active medical staff of each gen- 
eral hospital. It should provide ade- 
quate recognition, proper staff or- 
ganization and representation for 
the general practioner in medical 
staff governing bodies equivalent 


to that of his specialist colleagues. 
Formation of a section of general 
practice would provide properly 
for general practitioner appoint- 
ments without radical- change in 
staff organization. It should replace 
the current practice of appointing 
them on courtesy, associate, affiliaie 
or outpatient staffs in which no 
provision is made for a voice in 
stail government or in determina- 
tion of hospital policies. 

The House of Delegates expressed 
its approval of the establishment of 
a Section on the General Practice 
of Medicine of the American Medi- 
cal Association in 1945 and ap- 
proved the organization of sections 
on general practice in state and 
county medica} societies. In 1946 it 
also adopted the following resolu- 
tion which says in part: 

“Whereas many hospitals have 
not established general practice 
sections in their visiting active 
staffs, and their governing boards 
are doubtful whether such action 
has the approval of the bodies 
which set up the rules and regula- 
tions for the approval of their hos- 
pitals for interns and _ residents, 
therefore be it resolved, that hospi- 
tals should be encouraged to estab- 
lish general practitioner services. 
Appointments to a general practice 
section shall be made by the hospi- 
tal authorities on the merits and 
training of the physician. Such a 
general practice section shall not 
per se prevent approval of a hospi- 
tal for the training of interns and 
for residencies.” 

Furthermore, the “Rules, Regu- 
lations and By-Laws for Medical 
Staffs as Approved by the American 
College of Surgeons” provide for a 
nonspecialist as well as a specialist 
division of the active medical staff. 
The Council on Medical Education 
and Hospitals is now developing 
recommendations for hospitals de- 
siring assistance in organizing and 
establishing a section on general 
practice. 

3. A continuous educational pro- 
gram for the general practitioner 
should be conducted in general hos- 
pitals. The program should make 
use of the facilities and clinical 
material of the various divisions 
and have the cooperation of the 
chiefs of services. 

The primary purpose and chief 
advantages of such a program have 
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been told. It is hardly necessary to 
point out that a general practition- 
er who is a member of the active 
medical staff in a hospital and is 
kept constantly abreast of new de- 
velopments is of greater benefit to 
the community than one who is ex- 
cluded from the hospital or given 
no organized training. 

Eventually the scope of general 
practice must be determined in 
practical terms in each hospital. 
General practitioners in many hos- 
pitals have been required for a long 
time to seek consultation in the 
management of any abnormal ob- 
stetrical condition. This practice 
has resulted in improvement in ma- 
ternal and infant morbidity and 
mortality rates. 

Other hospitals have defined the 
line between minor and major 
surgery in a satisfactory way. 


Separation 


Ultimately a similar separation 
must be made of major medical 
conditions which require consulta- 
tion. However, limitations on gen- 
eral practice in the hospital should 
be established on the principle that 
the general practitioner should be 
permitted to do what he is qualified 
to do rather than impose arbitrary 
limitations which permit no indi- 
vidual exceptions. 

The various specialty boards were 
created because of a need for evalu- 
ating standards of medical practice. 





JANUARY 1948, VOL. 22 


They were founded on a sound 
basis and it is well recognized that 
their standards have been and will 
continue to be a significant factor 
in improving the quality of medical 
practice and in reducing morbidity 
and mortality. 

Specialty boards should not be 
given the whole blame for the pres- 
ent situation. They support the 
principle that physicians should be 
granted hospital privileges on the 
basis of individual merit and quali- 
fications. 

In seeking status equivalent to 
specialists, general practitioners 
have proposed formation of an 
American Board of General Prac- 
tice. The wisdom of such action has 
been questioned by many whose in- 
terest in the problem is sincere. 

Although it is generally agreed 
that the general practitioner is 
capable of caring for 75 per cent of 
all illnesses, the emphasis on spe- 
cialization is constantly increasing. 
There are now over 12,000 residen- 
cies approved for the training of 
future specialists compared to 5,256 
in 1941, an-increase over the prewar 
figure of about 130 per cent. 

Since there is need for only a 
limited number of specialists in 
each field it is becoming question- 
able already whether all of those 
now in training can earn an ade- 
quate income in a limited practice. 
Today the medical student is almost 
completely under the influence of 


INTERESTING and instructive films in the x-ray department are reviewed with the chief of service during one phase of the training. 


fulltime specialists during his edu; 
cation. His training consequently is 
too often planned toward the end 
that he may be qualified to take a 
specialty board examination. He 
has little opportunity to contact 
general practitioners or to explore 
the field of general practice. 

In further considering the declin- 
ing prestige, economic disadvantage 
and hospital staff restrictions that 
now face the young physician con- 
sidering general practice, it is un- 
derstandable that many are con- 
cerned about the future in this field 
and that corrective measures are 
being taken. 


Board Help 


Boards of trustees and adminis- 
trators of hospitals are in a key 
position to assume a major share in 
elevating and clarifying the posi- 
tion of the general practitioner. In 
cooperation with the principles ex- 
pressed by the American Medical 
Association, the Advisory Board for 
Medical Specialties and the Ameri- 
can College of Surgeons, hospital 
policy should provide adequate rec- 
ognition of general practice. 

Appointment of qualified general 
practitioners in an organized sec- 
tion of the active medical staff and 
provision of a continuous educa- 
tional program are suggested for 
consideration in determining hos- 
pital policy concerning the general 
practitioner. 
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Figher 
UTILIZATION 


Will It Mean Fewer 
Beds but More Care? 


N ALL PARTS of the country there 
I; a great urge for mote general 
hospital beds. Local and national 
goals that are based on hospital ex- 
periences of the past few decades 
have been set up. Hospitals are be- 
ing planned and constructed on 
that basis. 

Now, in view of the experience 
of Los Angeles hospitals in the past 
few years, it might be well to pause 
and look at these goals again lest 
we overbuild. 

In doing so, two terms are im- 
portant. One is utilization; the 
second is early ambulation. They 
are closely related. Another im- 
portant term is selective admis- 
sions. 

Utilization is the number of pa- 
tients admitted per bed per year. 
The utilization factor is found by 
dividing the sum of the total year- 
ly admissions and new births by 
the total number of beds and bas- 
sinets. 

The average utilization for a 
great number of years—and con- 
sidered standard in the United 
States—has been about 20 patients 
per bed per year. Compared to the 
national average, a group of volun- 
tary hospitals in the city of Los 
Angeles has shown a utilization of 
better than 40 patients per bed per 
year in the past few years. 

If the utilization factor of these 
Los Angeles hospitals were carried 
through on a nationwide scale, an 
unusual picture of hospital care 
would be shown. For example: The 
American Medical Association in 
statistics for 1946 shows that 14,- 
051,508 patients were admitted to 
641,331 general beds. That is a 
utilization factor of less than 22 pa- 
tients per bed per year. Dare we 
suggest that these beds could care 
for 28 million patients? If this 
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could be accomplished, the savings 
to communities would run into bil- 
lions annually. And the savings in 
the time of professional workers 
also would be a major accomplish- 
ment. 

In Los Angeles the shortage of 
hospital facilities has forced the 
surgeons and the hospitals to apply 
the early ambulation theory to 
surgical and obstetrical cases. Data 
from various hospitals support 
these facts (see table). Many physi- 
cians and patients have accepted 
this as good medical practice and 
will not revert to long-stay hospi- 
talization even if beds become 
available. If the practice becomes 
nationwide and if the general pub- 
lic as well as the surgeons and the 
obstetricians adopt such procedure 
as standard, then hospital authori- 
ties in the United States must plan 
a totally different type of hospital- 
ization program in the next 10 
years. 

Thus, these conclusions must be 


carefully weighed. 


1. Early ambulation of surgery 
and maternity cases will become an 
accepted standard of care. 

2. The general hospital will* be 
used for acute cases only, and con- 
valescent patients will be removed 
from acute units as soon as possible. 

3. Chronic cases will not be 
cared for in acute units except for 
specific emergencies. 

4, Patients admitted to acute 
general hospitals for study and 
diagnosis will be handled more rap- 
idly than in the past. 

This new outlook for future hos- 
pitalization will come about be- 
cause of these influences: (1) phy- 








sicians will accept the theory of 
early ambulation as good medical 
practice and the best for patients; 
(2) patients will demand early 
discharge from a hospital as a bet- 
ter health practice and because of 
economic need; (3) the community 
will demand more efficient use of 
the acute general hospital because 
hospital construction will be a ter- 
rific economic burden on industry 
and the people. 

The ramifications of the outlined 
trend will be far reaching. They 
will branch into all phases of hos- 
pital and community economy. 
These are some of the more im- 
portant areas of changes: 

Hospitalization: Increased utiliza- 
tion by adoption of the early am- 
bulation theory and more selective 
admissions to acute hospitals will 
automatically increase the number 
of patients hospitalized per year 
per bed in the general hospitals. 
The average 350-bed hospital that 
has been admitting 8,000 patients 
per year then will admit 16,000. 

Service Areas: In doubling the 
number of patients, every depart- 
ment in the hospital will be influ- 
enced. The x-ray and laboratory 
departments must have twice as 
much space and a greater number 
of technicians. The admitting de- 
partment will need more space and 
additional personnel. ‘The same is 
true of practically every depart- 
ment in the hospital including the 
medical records office, business of- 
fice, pharmacy, laundry, linen 
room, housekeeping, engineering 
and dietary departments. 

Considerable alterations will be 
required for existing buildings. In 
planning new buildings, architects 
and consultants must visualize this 
new concept of hospitalization and 
plan hospitals entirely different 
from those of the past 25 years. 

Patients' Resources: Early ambula- 
tion and high utilization affect the 
patient in two ways. First, better 
medical service will bring a more 
rapid convalescence. The patient 
will get back to work faster. 

Second, the cost of illness will be 
decreased. This will affect the pa- 
tient’s pocketbook or those of third 
parties such as insurance com 
panies, Blue Cross or taxpayers. 

It is easy to show that a mater- 
nity case with hospitalization for 
12 days at $12 per day is more ex- 
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pensive than five days hospitaliza- 
tion at $16 per day. The total is 
$144 compared to $80. In other 
words, the much publicized per 
diem cost of hospitalization is of 
minor consideration and the im- 
portant factor is the per case cost. 

Community Resources: By extend- 
ing single patient figures, the im- 
pact on the resources of the whole 
community is dramatized. 

Two cases are compared: 

1. A 350-bed hospital with high 
utilization and short stay patients 
cares for 15,000 patients per year. 
The per diem cost is $20, the aver- 
age stay seven days. At a total of 
$140 per patient the cost for 15,000 
is $2,100,000. 

2. Another hospital of 500 beds 
with low utilization and longer stay 
also cares for 15,000. The per diem 
cost is $16, the average stay 11 days. 
The total cost per case is $176, the 
cost for 15,000 patients, $2,640,000. 

The first hospital would save the 
community $540,000 per year and 
$2,500,000 in original investment. 

Future Planning: Trustees and hos- 
pital administrators, in planning 
new units, should decide whether 
a convalescent bed unit should be 
added instead of an acute unit. 
The convalescent units probably 
can be constructed at one-third the 
cost of a similar acute unit. 

Hospital administrators and staf 
physicians who promote long stay 
hospitalization for acute cases may 
be accused of pampering the indi- 
gent sick and feather-bedding the 
wealthy patient at the expense of 
the general public. 
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HE PRACTICE OF early ambula- 
i wen in the major hospitals of 
Los Angeles has practically dou- 
bled the number of patients cared 
for; it has permitted the hospitali- 
zation of thousands of persons who 
otherwise could not have been han- 
dled. The savings have been im- 
measurable—in pain and in lives. 

The great dividend has been the 
physical, mental and financial ben- 
efit to the thousands of patients 
whose stays in hospitals were short- 
ened, whose complications were 
fewer and whose convalescences 
were hastened. 

Early ambulation means to cause 
to walk or to move about early in 
relation to some event or time fac- 
tor. 

Early ambulation, postoperative 
and postdelivery, has become stand- 
ard recognized practice. The early 
predictions that this practice would 
result in many medico-legal claims 
has proved to be not serious. The 
practice still meets some resist- 
ance by ultra-conservative, slow-to- 
change practitioners. Most of them 
perhaps are older men and men in 
the smaller communities and _ hos- 
pitals. It is generally accepted in 
major hospitals and clinics in the 
country, particularly in the local- 
ities where hospital beds are dis- 
tressingly lacking. 








to each hospital bed in one year. 


Hospital Beds Bassinets 
A 250 50 
B 310 50 
j 186 40 
D 340 48 
E :. 205 48 
F 284 65 
G 365 85 








THE UTILIZATION FACTOR 


The Definition: The utilization factor is the number of patients admitted 


The Mechanics: Divide the sum of the total yearly admissions and births 
by the total number of beds and bassinets. 


Statistics from the Journal of the American Medical Association, April 12, 1947. 
The seven listed hospitals are voluntary nonprofit hospitals in the city of Los Angeles. 


Utilization 
Births Admissions Factor 
1,396 12,739 47.| 
2,072 14,133 45.0 
1,475 8,574 44.4 
2,811 13,580 42.3 
1,739 7.053 35:1 
2,145 9,935 34.6 
2,934 12,6!2 34.5 
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Gordon Rosenblum, M.D., and 
Eugene Melinkoff, M.D., report a 
study of a series of obstetrical cases 
from services in the Cedars of Leb- 
anon Hospital. A total of 737 pa- 
tients were admitted out of bed on 
the first or second postpartum day. 
They conclude: 

1. Women can get up early in 
the period after delivery with no 
harmful results following. 

2. Bowel function is thereby im- 
proved. 

3. The nursing care required is 
reduced. 

4. Costs are reduced. 

5. Convalescence is more rapid 
and comfortable with less asthenia 
and postpartum depression. 

6. Patients generally report fa- 
vorably on the method. 

There are similar reports from 
many other sources. 

Generally _ listed 
tions to early postpartum ambula- 
tion are severe postpartum hemor- 
rhage, extreme debilitation, pye- 
lonephritis and_ peritonitis. 

Early ambulation was 
adopted by American surgeons but 


contra-indica- 


slowly 


since 1941 it has become more 
widely accepted and followed. Re- 
ports now are available from a 


great many clinics and_ hospitals 
and they are generally favorable. 
The general conclusions is that 
arly rising following surgery has 
definite benefits. 

It decreases vascular and _pul- 
monary complications, stimulates 
intestinal peristalsis and spontane- 
ous urination. It does not increase 
the incidence of wound suppura- 
tion and hematomas or wound in- 
fection. It builds up the morale of 
the patient and speeds his conval- 
escence. Nursing care is reduced 
markedly and there is increased 
economy for the patient. 

Contra-indications to early ris- 
ing following surgery are: General 
bacterial peritonitis, debility and 
weakness to a marked degree, seri- 
ous hemorrhage, coronary throm- 
bosis occurring: postoperatively, thy- 
roid crisis and nonfatal pulmonary 
embolism. 


37 









Meeting the Administrative Problems of 
ROOMING IN 


HEN THE BRANCH COUNTY 


Health Center at Coldwater, 
Mich., conducted a three-week ex- 
periment in rooming mothers and 
babies together, it had very little 
precedent to fall back on. “Room- 
ing in” has been the subject of fre- 
quent medical debate, yet the fund 
of practical experience is limited. 
It was natural then that our hos- 
pital should run into unforeseen 
complications caused by uncertain- 
ty and confusion. By the end of 
the period, though, we did manage 
to iron out many of the difficulties. 

‘The experiment was set in mo- 
tion by a rather complex set of 
circumstances. The fact that the 
hospital was jointly administered 
with the county health department 
was initially stimulating, since our 
health department is in one of the 
exjerimental areas designated by 
the Michigan Community Health 
Project of the W. K. Kellogg Foun- 
dation. Thus our staff was very 
receptive to innovations and was 
anxious to demonstrate the value 
of these innovations to all hospi- 
tals. 

This “rooming in” idea received 
an unexpected push from another 
experimental program which the 
combination of the health depart- 
ment and the hospital had made 
possible. Through the cooperation 
of the W. K. Kellogg Foundation 
and the department of pediatrics 
of the University of Michigan Med- 
ical School, the community was 
able to secure the services of a 
trained pediatrician for an experi- 
mental period. 

One morning in April this pedi- 
atrician approached the adminis: 
trator. He was concerned over the 
situation in the nursery. A few days 
previously a baby contracted a 
moderately severe case of impetigo. 
This was followed by two other 
babies with slight upper respiratory 
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infections and _ frequent loose 
stools. All the infected babies had 
been transferred to the isolation 
nursery, but the resident, having 
recently witnessed an outbreak of 
infant diarrhea in an eastern hos- 
pital, was alarmed. 

Suddenly he suggested, “Why 
not put the babies in the rooms 
with their mothers and give the 
nursery a thorough cleaning?” This 
was exactly what the administrator 
had been waiting for. 

A conference was held immedi- 
ately. The resident presented the 
situation to the chief of staff, the 
chief of the obstetrical service, the 
superintendent of nurses, the ob- 
stetrical floor supervisor and the 
administrator. All agreed to follow 
his recommendations. Thereupon, 
all of the newborn babies in the 
regular nursery were immediately 
put in rooms with their mothers. 


Planning Needed 


Initial results of this change em- 
phasized the need of thorough 
planning. Graham L. Davis, di- 
rector of hospitals of the W. K. 
Kellogg Foundation and Associa- 
tion president, many times had dis- 
cussed with the hospital’s adminis- 
trator the possibility of the step, 
and had passed along articles on 
the subject to the superintendent 
of nurses and the supervisor of the 
obstetrical floor. Yet the idea had 
generated no enthusiasm, and no 
one concerned had anticipated 
changing the plan so completely 
and so quickly. 

Thus one of the first steps was 
to try to learn from the experience 
of other hospitals using this plan. 
A visit was made to a neighboring 
hospital in southwestern Michigan 
where during certain periods of 


the day the patients of one physi- 
cian were taken from the nursery 
and into the rooms of their moth- 
ers. They were returned to the 
nursery, though, for bathing, dia- 
per changing and during visiting 
hours. We decided that particular 
technique was not adaptable to 
our situation. 

The superintendent of nurses of 
the hospital and the supervising 
nurse of the health department 
visited a large metropolitan hos- 
pital in southeastern Michigan 
where there had been considerable 
talk about this plan. At the time 
of their visit, only one mother had 
her baby with her, and she had 
been asked to sign a slip assuming 
complete responsibility for its safe- 
ty. The actual experience of this 
institution with the plan had been 
most limited, according to the 
report made to our nurses. So here 
again, we found considerable inter- 
est in our problem but very little 
practical help. 

We were into this thing com- 
pletely on our own and without 
the benefit of either very much 
preliminary planning or the exper- 
ience of others. To top it off, seven 
babies, over three times our daily 
average, were born during the first 
24-hour period. 

Physically, the Community Health 
Center of Branch County adjusted 
itself fairly well to this trial plan. 
The hospital had been built in 
1938 as a joint project of the Kel- 
logg Foundation, the Public Works 
Administration, and the people of 
Branch County. Rooms are all well 
lighted and ventilated, and each 
has its own bathroom. Our largest 
accommodation is designed for four 
beds, but during the trial period 
we set a maximum limit of two 
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mothers and two babies for any 
one room. Our infant cribs are 
equipped as complete units and 
have a compartment for linen, cot- 
ton, oil, applicators, the necessary 
dressings and a_ thermometer. 
These were placed in each room 
right beside the mother’s bed so 
that she could reach down and 
easily pick up her baby. 

Very early in our experience, 
we found it necessary to set up a 
temporary nursery in one of our 
larger private rooms. There the 
newborn babies were kept between 
12 and 18 hours to be watched for 
bleeding cords, mucous plugs, as- 
phyxia or any other difficulty. This 
also gave the mother some immedi- 
ate post delivery rest and time to 
be thoroughly reacted and aware 
of her responsibilities. 

Preparations were also made in 
this room to accommodate prema- 
ture infants, Caesarian section ba- 
bies or others who for varying rea- 
sons could not be placed with their 
mothers. We had to maintain this 
temporary nursery through the en- 
tire period, since we had two in- 
fants delivered by Caesarian section 
and a mother who hemorrhaged 
severely. The doctors thought these 
three women were not physically 
able to take care of their children. 

Previous to this experiment we 
had been concerned about our 
nursery technique and had _ been 
using specially trained nurses in 
the nursery, while other registered 
and practical nurses had _ been 
assigned to the mothers. 
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Responsibility for the care of the 
babies in the rooms was one of 
the first questions to come up. We 
recognized that ideally the same 
nurse should take care of both the 
mother and the baby. However, 
because of our personnel situation 
and the training and personalities 
involved, we thought it safer from 
the standpoint of infection that the 
nursery nurses continue to take re- 
sponsibility for the babies’ care. 

This did not include the babies 
that were in isolation at the begin- 
ning of the period. These were 
cared for by entirely separate nurs- 
es. Thus the nurses caring for the 
well babies had no contact with 
the babies who were isolated at 
the start of the experiment. 


Cooperation 

During this trial period, we re- 
ceived fine community cooperation. 
This was very necessary, for we 
had to limit the visiting privileges 
drastically. It was believed wise 
that if the babies were to be placed 
in the room, even during visiting 
hours, the husbands should be the 
only visitors. We decided to take 
no special precautions but only ask 
the husbands not to handle the 
baby without attempting to en- 
force this request. 

At first, the nurses were called 
upon to take many unnecessary 
steps. Mothers were continually 
turning on their call lights, and 
it was impossible to know whether 
the floor or the nursery nurses 
were wanted. The nursery nurses 






FULLY EQUIPPED infant cribs with a compartment for linen, baby oil and other accessories were placed 





made many trips to check on such 
things as the baby’s bowel move- 
ments and new circumcisions, to 
take temperatures and pass and 
collect formulas and water. 

At first this made it quite diff- 
cult to keep accurate charts. ‘There 
also was occasional confusion be- 
cause the floor nurse sometimes 
was trying to bathe the mother at 
the same time the nursery nurse 
wanted to bathe the baby. The 
space limitations of even our rooms 
made this difficult. In many cases 
the room temperature in the morn- 
ing was such that the bathing and 
the weighing of the baby had to 
be postponed until a later hour. 

During the first night of the 
experiment confusion reigned su- 
preme. So conscious were the 
mothers of their babies that it dis- 
turbed their rest. 

From the very beginning, the 
mothers fed their babies. As soon 
as they were allowed walking privi- 
leges, they changed the diapers and 
other soiled clothes. An interesting 
sidelight was that the volume of 
nursery linen increased threefold. 

During the entire hospital stay, 
the nurses gave the bath and did 
the other actual nursing care. The 
nurses attempted to make this care 
of the baby a teaching situation for 
the mother, but many times the 
rush and the confusion plus the 
fact that the mother herself might 
be getting a bath at the same time 
limited these possibilities. 

It took about four days to estab- 
lish a floor routine that could, by 





within easy reach of mother. 
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any stretch of the imagination, be 
called smooth. During this period 
the superintendent of nurses spent 
about one-third of her time on the 
floor, and the administrator made 
several visits to the floor daily to 
talk to the floor supervisor and the 
other nurses. This was an attempt 
to keep their continued coopera- 
tion and to obtain suggestions that 
might lead to smoother operation. 

One matter of considerable con- 
cern to the nursing staff was the 
safety of the babies. It was phys- 
ically impossible for the nurses to 
observe the babies as closely as they 
believed necessary and as had been 
the practice in the regular nursery 
when all of the babies could be 
observed frequently. 

Some occurrences showed that 
these fears were not unfounded. 
For example, one of the babies, 
two days old, suddenly choked with 
mucous and became cyanotic. For- 
tunately, there was another mother 
in the room who was ambulatory, 
and she took the child from his 
crib and ran into the corridor and 
thrust him into the arms of the 
first nurse she met. It was a very 
simple matter for this nurse to as- 
pirate the mucous from the baby’s 
throat and to return him to his 
crib. The baby’s mother, of course, 
was considerably upset, and wor- 
ried about a recurrence. She might 
have been spared this had the baby 
been in the regular nursery. 


Other Advantages 


The plan did have its advan- 
tages, other than the elimination 
of infection. The mothers who had 
the responsibility for the care of 
their babies in the hospital, went 
home without the feeling of panic 
previously experienced by many 
who had been able to watch only 
a single bath. 

In the repeated observation of 
the care of the infant, mothers 
were able to pick up many more 
ideas and learn which were im- 
portant. They got to know their 
babies. They knew how much the 
babies weighed and were interested 
in learning about the initial weight 
loss and the turning point when 
the weight curve started upward. 
They learned about bathing the 
babies, the care of the navel and 
eyes, the washing of the hair and 
the care of the genitals; and more 


40 





important, they learned how to 
handle their babies and feed them 
and bubble them properly. 

We told them about the baby’s 
stools and thus eased their minds 
on a subject which worries young 
mothers after they are home for 
a few days. We also had an oppor- 
tunity to talk with them while 
working with their babies, and 
even though time was limited, we 
believe we taught them much more 
than by giving a simple demonstra- 
tion bath with an hour’s lecture, 
which had been our previous 
policy. 

The techniques and_ teachings 
involved were cleared carefully 
with the health department so that 
the instructions of the public 
health nurse who saw the mother 
in the home after her discharge 
from the hospital would be exactly 
the same as the instructions given 
by the hospital nurse. This elim- 
inated confusion, even on minor 
points, which might disturb the 
patient. 

Another important point is that 
the babies were placed on a de- 
mand feeding schedule during the 
trial period. It worked out very 
well. Ordinarily, about 25 per cent 
of our mothers breast feed their 
babies. During the experiment we 
had better than 50 per cent of the 
mothers try it. We observed no 
harmful effect on the mothers. 

At the end of three weeks the 
experiment was progressing quite 
smoothly. There were no cases of 
skin infection or any other type of 
infection in the babies “rooming 
in,” despite the fact that they were 
continually being fondled by both 
the mother, and to a lesser extent, 
by the father, and no special pre- 
cautions were used by either. The 
original babies with the loose stools 
had long since made a rapid return 
to normal. 

The nursery had finally been 
cleaned and redecorated after one 
of the longest maintenance jobs on 
record. Our immediate problem 
had been solved and the question 
“what next” came up. We asked 
for help. 

Mr. Davis and George Cum- 
mings, M.D., director of laborator- 
ies for the Michigan Department 
of Health, met with the resident 
pediatrician, all of the nurses on 
the maternity floor, the superin- 


tendent of nurses and the hospital 
administrator. Dr. Cummings said 
a hospital our size would have to 
continue the experiment for at 
least five years to obtain results 
that would be statistically signifi- 
cant. 

This group decided that with 
the present background of our 
nurses, and the facilities with 
which they had to work, and our 
previous good nursery record, that 
the babies would be safer with 
nursery than with “rooming in” 
care. We therefore gave up our 
“rooming in” plan. Babies already 
in the mothers’ rooms were kept 
there until their discharge from the 
hospital, but once again we began 
admitting the newly born babies 
to the nursery. 


Reaction Mixed 


As might be expected, the reac- 
tion of the patients during this 
trial period was quite mixed. Most 
of those with their first babies 
thought that the idea was an excel- 
lent one, while others who had 
been through the experience before 
thought they were entitled to more 
rest in the hospital. 

Our experiment underlined the 
need of careful initial preparations. 
Public health nurses visiting ex- 
pectant mothers in the homes 
might well be expected to pave the 
way for the creation of a demand 
to have the babies in the same 
rooms with their mothers. The lo- 
cal doctors must be sympathetic 
and sold on the advantages of the 
idea in advance. 

Our men were very cooperative 
and went along with the proce- 
dure, not because of its experi- 
mental nature or because they 
were sold on it, but because we all 
were trying to do a job and to take 
certain precautions to prevent a 
potential outbreak of infection. 

Besides the preparation of moth- 
ers and doctors, the hospital nurs- 
ing staff should be carefully pre- 
pared for this procedure. The 
hospital administration should de- 
termine what additional equip- 
ment is required and provide it 
beforehand. We are sure that there 
would be much less confusion if 
a sufficient number of qualified, 
trained nurses were _ available. 
Then the same nurse might assume 
care of both mother and baby. 
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Veterans’ FAfospitahization 


Ls Another of the Urgent 






PROBLEMS for CONGRESS 


EVERAL MONTHS have passed since 

the American Hospital Associ- 
ation published the report, ‘Fed- 
eral Hospital Planning with Partic- 
ular Reference to Care for Veter- 
ans.” Apparently no constructive 
steps have been taken yet to correct 
the faults in federal hospital plan- 
ning which the report emphasized. 

At that time it was realized that 
there was a great need for over-all 
planning to insure the integration 
of the various hospital systems of 
the country. This need has become 
more evident within recent months; 
now the situation is acute. 

When the study was made, speci- 
al consideration was given to the 
detailed plans that were being de- 
veloped for hospital construction 
in connection with the Hill-Burton 
Act and the Veterans Administra- 
tion construction program. The 
veterans’ program was studied in 
considerable detail since those 
plans were further advanced. 

The report predicted a huge, 
unwieldy and centrally controlled 
hospital system if the veterans’ hos- 
pital construction program beyond 
1951 was developed on the current 
policy of providing hospital beds 
for an increasing number of vet- 
erans with nonservice disabilities 
who claimed to be unable to defray 
the cost of hospitalization them- 
selves. Such a system would be dif- 
ficult to maintain efficiently. It 
would be inordinately costly. It 
would be subject to political pres- 
sure that eventually would result 
in lowered efficiency. 

The need for thoughtful federal 
planning in developing any gov- 
ernment hospital program was in- 
tensified early in 1946. At that time 
President Truman appointed a 
special committee to study the in- 
tegration of federal medical serv- 
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ice generally. This committee, after 
an exhaustive study, said that 
integration within government 
should start under a program of 
veterans’ care that uses the com- 
munity hospital facilities, includ- 
ing those that would be built under 
the Hill-Burton Act. 

Among other things this commit- 
tee recommended that the federal 
government should not undertake 
to furnish medical and_ hospital 
care to veterans with nonservice dis- 
abilities unless there are surplus 
facilities and the veteran is financi- 
ally unable to pay for his care. It 
recognized that beds must always 
be available to the veteran with a 
service disability. 

It recommended also that the 
Veterans Administration hold to a 
minimum its own building. 


Lost Report 


Though the principles of plan- 
ning developed by this group of 
outstanding authorities in the hos- 
pital field were approved by the 
President, very few recommenda- 
tions of the committee have been 
followed. The report probably has 
been lost in the dusty archives of 
government. 

Many American Hospital Asso- 
ciation members feel that now is 
the time for Congress to utilize in- 
telligently every crumb of available 
information to prevent the over- 
lapping and inordinate costs that is 
always associated with poorly inte- 
grated planning. 

The current Veterans Adminis- 
tration program calls for a total 
of approximately 151,000 hospital 
beds by 1951. Congress has ap- 
proved more than 772 million dol- 
lars for construction. Yet when it 
is completed, there may not be 


enough beds to cover all the needs 
of the 20 million veterans unless 
the current policy of hospitaliza- 
tion is clarified. 

The difficulty appears to stem 
from the implied intent of Con- 
gress to afford hospitalization for 
as many nonservice patients who 
are unable to pay as may be ac- 
commodated in available beds. 
This policy never has been clearly 
set forth in law. But year by year 
Congress repeatedly has approved 
appropriations for more beds than 
are needed for service disability 
patients. 

This action naturally has led to 
the assumption that Congress in- 
tends this implied policy to be used 
as the basis for general planning. 
Up to this time beds actually have 
been supplied in excess of the needs 
of veterans with war service disa- 
bilities, but there never have been 
enough beds for all nonservice pa- 
tients who are unable to pay. 

At one tme in 1945, about 4,330 
veterans were awaiting hospitaliza- 
tion. By September 30, 1947, there 
were 17,057 awaiting hospitaliza- 
tion. Of this number, 739 were said 
to have war service disabilities and 
16,328 had disabilities not con- 
nected with war service. As of Sep- 
tember 1947, 92,066 patients were 
in veterans hospitals. Of these, 
only 30,290 were suffering from 
service disabilities. 

At present the Veterans Admin- 
istration authorities appear to be 
in serious difficulty because of the 
lack of hospital beds, and Medical 
Director Paul R. Hawley, M.D., 
did not hesitate to call attention 
to this situation. 

In his speech before the Southern 
Governors Conference in Asheville, 
N. C., last October 1, he frankly 
directed attention to his problem. 
States, he suggested, should provide 
hospital care for the long-continued 
illnesses of indigent veterans over 
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and above the number that could 
be absorbed comfortably by vet- 
erans hospitals. He stated, “There 
is a limit to the number of hospital 
beds that we can operate, a practi- 
cal limit as well as a legal limit, and 
we are powerless to extend more as- 
sistance than we are now giving.” 

In other words, General Hawley 
strongly believes that hospitaliza- 
tion of veterans with nonservice 
long term illnesses (including 
chronic alcoholics and_ patients 
with mental conditions not trace- 
able to service) is the responsibility 
of states. 

Later, on November 26, General 
Hawley was reported to have said 
that if the hospital program, the 
cost of which will be nearly 400 mil- 
lion dollars this year, were designed 
solely for service disability patients, 
83 per cent of the beds now needed 
for general medical and surgical 
treatment could be eliminated. He 
is quoted to have said further that 
tuberculosis treatment facilities 
could be reduced by 50 per cent, 
and six per cent fewer beds would 
be needed for neuropsychiatric 
cases. 

General Hawley apparently was 
making an effort to bring this seri- 
ous situation to the attention of 
Congress with the hope that it will 
recognize the desirability of re- 
evaluating its own policy. If this 
is not done, a serious situation will 
develop within a very short time. 

Every. American strongly sup- 
ports the Veterans Administration 
policy to provide the best medical 
care obtainable for the veteran 
with a war service disability. Gen- 
eral Hawley has done an outstand- 
ing job in setting up the machin- 
ery to accomplish this end, but he 
has acknowledged that there is a 
limit to the number of hospital 
beds that may be provided. 


Staff Problems 


Hospital care cannot be provided 
by the mere construction of addi- 
tional buildings and procurement 
of equipment. No hospital can 
function successfully without the 
necessary professional personnel to 
carry out the highly technical pro- 
cedures that are routine in every 
modern institution. And today, for 
example, there are approximately 
32,000 hospital beds that have been 
closed to the public because of the 
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shortage in nurses. This was shown 
by a recent American Hospital As- 
sociation survey. 

There is also a serious shortage 
of x-ray technicians, laboratory 
technicians and other professional 
personnel. If the veterans’ con- 
struction program continues to ex- 
pand beyond that already planned 
up to 1951, where will the doctors, 
nurses, technicians and others be 
obtained to provide the profession- 
al services? 

The present shortage of person- 
nel will be increased by 1951. Be- 
tween now and then additional 
hospitals will be built by govern- 
ment under the presently approved 
veterans program. Others will be 
constructed in states as part of the 
Hill-Burton Act program. In addi- 
tion new hospitals will be construc- 
ted by civil communities to meet 
present and anticipated needs. 

Today all doctors, dentists, nurs- 
es and other professional personnel 
are being educated and trained in 
civil institutions. Some specialized 
training is sponsored by govern- 
ment but practically all basic train- 
ing is given in civil institutions at 
no expense to government. 

After these professional people 
are trained, they are syphoned from 
civil into governmental hospitals. 
As a result, many citizens through- 
out the country are denied the use 
of hospital beds to which they are 
entitled. 

It is difficult to believe that Con- 
gress would knowingly approve any 
plan for the expansion of a govern- 
mental hospital system that would 
work against the vital interests of 
the general population. If there is 
cooperative planning between gov- 
ernment and civil interests, a plan 
might be devised that will insure 
the protection of all of our citizens 
including the veteran and his fam- 
ily. 

If Congress will face this prob- 
lem frankly it will recognize the 
necessity to limit the number of 
beds that are to be constructed by 
the Veterans Administration. It 
will make provision for the hospi- 
talization of indigent veterans with 
nonservice disabilities along with 
other indigent citizens in civilian 


hospitals through grants-in-aid to. 


the states. States might then use 
federal funds to expand or build 
hospitals in appropriate locations. 








Veterans Administration author- 
ities have stated frankly that it will 
not be possible to provide the nec- 
essary staffs for more than 140,000 
hospital beds. This opinion is 
sound, and Congress should con- 
sider it when determining its policy 
as to the total number of govern- 
ment beds to be used for veterans’ 
care. 

Congress also should recognize 
the fact that many hospitals now 
being built for veterans will be 
used only until the peak load of 
veteran patients has passed. As the 
demand for veterans’ beds decreases 
over the years, many of these new 
buildings will not be needed. 

If Congress were to adopt the 
policy of hospitalizing indigent vet- 
erans with nonservice disabilities 
in community hospitals through 
grants-in-aid to states, these com- 
munity hospitals could be expand- 
ed. Beds constructed now would be 
available for veterans’ children and 
others in the civil community who 
will need hospital care in the fu- 
ture. In other words, new construc- 
tion for the needs of veterans be- 
yond 1951 should be coordinated 
with the needs of the general popu- 
lation. 


Agency Needed 


During the current session, Con- 
gress undoubtedly will be con- 
fronted with the need for veterans 
planning beyond 1951. In ap- 
proaching its problem, Congress 
should create an authoritative 
agency to determine the hospital 
needs of the country as a whole. In 
making this study the agency 
should refer to current and previ- 
ous surveys and seek the advice of 
recognized federal and nonfederal 
hospital and medical authorities. 

In its report the American Hos- 
pital Association stated that “.. . 
an analysis should include a re-eval- 
uation of how hospital facilities 
now available or contemplated 
within the various . . . hospital sys- 
tems—including the Veteran Ad- 
ministration hospitals—may be re- 


‘ lated to each other and the other 


hospital resources of the country.” 

This is sound advice, and if chaos 
in the hospital field is to be 
avoided, all interested groups and 
individuals should emphasize the 
need for intelligent study and plan- 
ning at this crucial time. 
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NASMUCH AS few hospitals con- 
I duct a complete medical audit, 
one wonders why the idea has not 
been more generally accepted. A 
paper read 24 years ago by George 
Gray Ward, M.D., before the an- 
nual hospital conference of the 
American College of Surgeons 
pointed to this need: 

“... Very often our surgical con- 
science lies dormant, lulled into a 
peaceful slumber by the droning 
of tradition and the warmth of 
self-satisfaction. It needs but to be 
awakened by the stimulus of light 
in order to function to its fullest 
extent in carrying out the Golden 
Rule. That light can only come 
from an honest auditing of our 
surgical results. A good beginning 
has been made, but patience, per- 
sistence and publicity are neces- 
sary in this propaganda.” 

As this applied 24 years ago, it 
still applies today to the medical 
as well as to the surgical special- 
ties. This idea has had _ periodic 
encouragement ever since the early 
days of the standardization pro- 
gram of the American College of 
Surgeons, but an obstruction still 
persists. Unfortunately, this ob- 
struction to general acceptance has 
been the hospital staffs. One is im- 
pressed by the fact that fear is the 
chief reason for this resistance. 

This is unfortunate and some- 
what puzzling, for most physicians 
in hospitals today can be justly 
proud of the results of their efforts. 
An honest man has nothing to hide 
and certainly the ethics and stand- 
ards of the medical profession are 
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such that complete reporting of 
work accomplished generally would 
reflect a body of work well done. 
When hospital staffs can be shown 
that audits will work for their ben- 
efit they will accept them. 

The medical audit of New York’s 
Woman’s Hospital has heen an an- 
nual project ever since it was 
originated by Dr. Ward in 1918. 
From that time on it has been of 
great benefit both to the staff and 
to the hospital. 

This medical audit is prepared 
directly from the hospital records 
by .a statistician and is profusely 
illustrated with colored graphs 
which assist in the interpretation 
of the statistics presented. It gives 
a basis of comparison of our mor- 
tality and morbidity rates with 
those of other hospitals, but more 
important, the information is for 
the enlightenment of the several 
divisions of the staff as well as for 
the individual physicians in those 
divisions. 


Work Accomplished 


It also reports on the healing of 
sutured wounds, clean and infected 
cases, so as to show the percentages 
of primary union and infection of 
each operator. In short, it is a rec- 
ord of work accomplished by the 
hospital and its staff, and as such 
serves several important. purposes. 

One of these purposes pertains 
to the reappointments and promo- 





tions in the medical staff. In early 
years of the medical audit the chief 
surgeon of the hospital was faced 
with the problem of dealing with 
one of the active staff surgeons 
whose treatments did not have re- 
sults that matched those of his col- 
leagues. 

After reviewing his records the 
chief. surgeon and the surgical 
board cautioned this surgeon and 
suggested that he take steps to im- 
prove the quality of his work. He 
assured them that genuine efforts 
would be made, but when his rec- 
ords were reviewed again after a 
year, no improvement was appar- 
ent. The surgeon was then notified 
that he could not expect reappoint- 
ment to the staff. Within a few days 
his resignation was on the hospital 
director’s desk. 

This example shows the force 
that a medical audit can exert, but 
I am glad to say that usually the 
audit works to the physician’s ad- 
vantage rather than to his detri- 
ment. 

The foundation for the develop- 
ment of a worthwhile audit is the 
medical record (see illustrations), 
for the audit can be no better than 
the records from which data are 
collected. An audit must present 
facts, and the facts must be avail- 
able in such form that a trained 
statistician can gather them with 
little or no need for personal in- 
terpretation. It follows therefore 
that the records of each physician 
must be completed in exactly the 
same fashion as the records of other 
members of the staff. 
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A standard form for the history 
and physical examination is im- 
perative. Such a form requests cer- 
tain specific information but it in 
no way restricts the physician in 
the recording of his findings. It 
does provide, though, essential 
standard information which can 
be used statistically both for the 
preparation of the audit and for 
future scientific study. 

When the patient has been dis- 
charged and the physician com- 
pletes the record, he uses prepared 
sheets listing all of the most fre- 
quently occurring diagnoses in our 
particular specialty. He completes 
this portion of the record by cir- 
cling the various diagnoses per- 
taining to the case, and writing any 
additional diagnoses that may not 
be listed. 

Such sheets are a significant time 
saver for the doctor and a boon 
to the record librarian, as records 
are completed somewhat more 
quickly than is customarily ex- 
pected. Though these sheets have 
their greatest use in a_ specialty 
hospital, it seems a general hospital 
should find them equally benefici- 
al when furnished for the individu- 
al specialties practiced in the hos- 
pital. They are considered work 
sheets and the record librarian dis- 
cards them after transcribing the 
diagnoses on the summary sheet. 
The diagnoses listed have been tak- 
en from the “Standard Nomencla- 
ture” and include the code num- 
bers. 

Standardization of the summary 
sheet is of considerable importance, 
since it records the end results of 
treatment. This record is of the ut- 
most value to the statistician for 
it provides her with brief, concise 
statements which easily lend them- 
selves to collection for a consoli- 
dated audit. 

One might expect that such a 
system of standardization would be 
somewhat of a burden to the staff, 
but actually the program is fol- 
lowed quite easily by all except 
the newest staff members.” The 
terms in which the results of treat- 
ment are recorded are used in their 
everyday conversations. 

All staff conferences include a 


AUDITS can be no better than the records 
from which they are taken. This calls for 
standard forms which demand no personai 
interpretation on the part of a statistician. 
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review of the work accomplished 
by the various ward services and 
a tabulation of treatment results 
by the individual physicians on 
those services. It follows, therefore, 
that the dictation of a discharge 
note containing all the required 
information is made easier. 

It is important to emphasize that 
standardization is not. extended to 
the coverage of technics of medical 
or surgical practice. Operations 
and obstetrical deliveries are per- 
formed in accordance with the phy- 
sicians’ training and preferences. 

The audit of results readily de- 
termines the value of a new ap- 
proach in patient treatment. It is 
here that the audit makes one of 
its most important contributions. 
We are interested in the end re- 
sults, so when we use the term “re- 
covered” we are not alone con- 
cerned with whether the patient 
recovered from the operation, but 
rather whether she recovered from 
the disease. To be classified as sat- 
isfactory, the patient must be cured 
of the complaints for which she 
sought relief, and she must have 
a good anatomical result. 

The yearly medical audit pre- 
sents the record of results obtained 
by all members of the staff, thereby 
permitting the surgical board and 
the director of the hospital to make 
an unbiased study of the quality 
of work performed, by members of 
the staff. Recommendations to the 
board of governors for reappoint- 
ments and promotions are gov- 
erned to a considerable extent by 
their findings. 


Care must be taken in this use 
of the audit, though, since the pri- 
mary aim is to elevate the quality 
of care provided rather than to 
eliminate staff members who are 
not showing the best results. It is 
also important to judge a_physi- 
cian’s capabilities by studying the 
trend of his performance. 

When the audit of a particular 
doctor shows his results to be out 
of line with the results of his col- 
leagues, his individual records are 
studied by the surgical board. 
When a satisfactory answer cannot 
be found for these poor end results, 


THE REPORT stresses end results, so to 
be classified as satisfactory, patient must 
be cured of complaints for which she sought 
relief and have a good anatomical result. 
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he is shown the facts and given 
suggestions and recommendations. 
Most situations correct themselves 
with such handling, but if they do 
not, reappointment to the staff may 
be withheld. 

Failure of a staff member to re- 
ceive his reappointment because 
of consistently poor end results is 
a rare occurrence. Furthermore, a 
fear of the audit does not exist at 
Woman’s Hospital because staff 
members are aware that it is not a 
club held over their heads but rath- 
er a pictorial prod which encour- 
ages continuous and constant im- 
provements in medical technics. 

This is vividly illustrated at staff 
conferences where the practice for 
the past 25 years has been to dis- 
cuss end results openly. The con- 
duct of these discussions is impar- 
tial and impersonal, for the entire 
staff is interested in why an unsat- 
isfactory result occurred and what 
could have been done to produce a 
good one. Errors in judgement and 


treatment are discussed as freely as 
are unusual accomplishments. ‘To 
as great an extent as possible, our 
staff members attempt to learn 
from each other’s experience. 

The experience of Woman's Hos- 
pital has shown that the annual 
cost of preparing this audit is less 
than the cost of the financial audit. 
Hospitals have always recognized 
the importance of an audit which 
determines the use to which their 
dollars are put. If dollars merit 
such attention, why not audit for 
lives? 

The American College of Sur- 
geons and the American Medical 
Association have done a magnifi- 
cent job by their combined efforts 
in the past go years in elevating 
the standards of the practice of 
medicine. Here is a new challenge 
—that they join the American Hos- 
pital Association in the study of 
the professional audit in the hope 
that it be considered as a recom- 
mendation for national adoption. 
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HE BATTLE against cerebral palsy 
has taken an encouraging turn 
in Kansas City, Mo., thanks to joint 
efforts by the Junior League of that 
city and the Jackson County Society 
for Crippled Children. Almost si- 
multaneously, back in 1945, both 
organizations became interested in 
pre-school help for the numerous 
palsied children in the area. ‘They 
pooled their resources and enthusi- 
asms, made surveys and careful 
plans, with the result that today the 
Cerebral Palsy Nursery School is a 
reality. 

Though a part of St. Luke’s Hos- 
pital and under the guidance of its 
board of directors, the school is 
otherwise independent. A suite of 
fully equipped occupational, physi- 
cal and speech therapy rooms, a 
full time staff and a separate en- 
trance on the hospital’s ground floor 
set it apart from the rest of the hos- 
pital. The ground floor entrance 
was installed to make the school 
more accessible to handicapped 
children. 

A survey had shown that there 
were more than a thousand indi- 
viduals of all ages afflicted with 
cerebral palsy in Kansas City. The 
facilities of the school, though, are 
limited to children between the 
ages of three and six. They must 
be toilet trained, live within a 25- 
mile radius of the school and either 
be free from convulsions or have 
them under control. 

Many tested therapy devices are 
available to the children. For bal- 
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CENTRAL nursing school room has chairs that are adjustable to 
individual child's need. Observation platform is in background. 
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ance and leg ‘reciprocation work, 
there are skis and ski poles. There 
is a doll buggy to help the children 
improve their sense of balance while 
walking and adjustable parallel 
bars for balance while standing. ‘To 
improve muscle strength and co- 
ordination, stall bars with a floor 
mat beneath them are being used. 
There are adjustable chairs, a treat- 
ment table and an infra-red lamp. 
All this is in addition to the small 
chairs and tables, toys and other 
accessories for nursery schools. 












poles, 














PHYSICAL therapy department has (left to right) skis end ski 


parallel bars, stall bars (in mirror) and a heat lamp. 


The hours are similar to those of 
any nursery school, except that the 
summer vacation is limited to the 
month of August. Staff time is di- 
vided between treatment, education 
and socialization. Six children at- 
tend during the morning hours and 
six others in the afternoon. 

Treatments are given on the pre- 
scription of the medical consultant, 
R. E. Bruner, M.D., a specialist in 
cerebral palsy. Elizabeth Denton, 
P.T.R., and Mrs. B. M. Clark, 
O.T.R., are the fulltime staff mem- 
bers. Miss Denton has a master’s 
degree from Columbia University 
and Mrs. Clark a B.S. from the Uni- 
versity of Pennsylvania. Mildred 
Hatfield, B.S., University of, Mis- 
souri, is the part time speech thera- 
pist. To aid these staff members, a 
training course has been given 
mothers and junior league volun- 
teers. Each of these trained volun- 
teers will be required to work one 
session a month. 

Tuition is $200 a year, but those 
unable to pay are allowed, through 
arrangements made by parents with 
the board of directors, unrestricted 
use of the facilities. 

Some of these facilities are unique. 
There is an observation platform at 
the rear of the nursery room (see 
picture below, left) which is 
equipped with one way vision mir- 
ror panels. Rooms of the Cerebral 
Palsy Nursery School not shown in 
pictures are the occupational ther- 
apy room, the speech department 
and the main office. 
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A Gold Mine of 
Teaching— 


WASTED 


>. THE WAR Lowell General 


Hospital had many of the same: 


headaches as did the big hospitals. 
The intern problem was typical. 
Then most of the interns in all 
hospitals had an income while 
training and faith in the eight-hour 
working day. Their future was as- 
sured by the armed services, so 
many of them cared little for the 
opportunities furnished by our 
training. The memory is painful, 
both to patients and members of 
the hospital’s staff. 

Our intern committee expected 
the problem to dissipate after V-] 
day. But as with so many others, 
their hopes for a rosy post-war era 
have not been fulfilled. The prob- 
lem of getting a full, competent 
staff of both residents and interns 
in a small hospital seems more dif- 
ficult than ever before and shows 
no immediate prospect of improv- 
ing. 

Same Shortage 

The shortage is the same, but the 
cause of our plight is rooted in an 
issue which has developed only re- 
cently—the specialized versus the 
rotating appointment. ‘Today our 
rotating appointments are out beg- 
ging for takers. 

The problem is not Lowell Gen- 
eral Hospital’s alone but is worry- 
ing the majority of other New 
England hospitals that are outside 
of a teaching area. We do not rep- 
resent an organized power in med- 
ical education, so as a unit we have 
not played a very aggressive role 
in medical politics. Many of us 
have made the mistake of feeling 
that worth alone would make our 
appointments attractive. 

Today medical education has 
gone overboard on_ long-skirted 
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jv The case of g00-bed hospitals that 
cannot find residents and interns to 


take their mixed appointments. 
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specialization, while our system of 
training for general practice re- 
mains at knee level. We think our 
style is practical, well-wearing and 
attractive. It has trained the best 
physicians we know. But though 
our appointments offer more than 
ever before, students are advised 
against taking them. 

The chief of the surgical depart- 
ment in one of our large medical 
schools now tells all applicants not 
to waste their time with rotating 
appointments, that they should 
start on a surgical appointment 
immediately, no matter how poor it 
may be. The chief of obstetrics in 
another large hospital not directly 
associated with a medical school is 
telling all his applicants to get a 
specialized appointment in obste- 
trics. 

This advice appeals to the young 
medical school graduate anxious 
to complete his training, since the 
medical boards no longer demand 
a year of a mixed appointment as 
a qualification. All specialties give 
but one year of credit for any and 
all of these mixed or rotating ap- 
pointments. This is the reason our 
mixed residencies attract so few 
men. An extra year contributes 
nothing to a doctor’s qualification. 


Usually the men we get are the , 


ones who can find no other ap- 
pointment. They are just marking 
time with us. 

Before the war we had good in- 
terns, some with previous big hos- 
pital experience and some without. 
Some of these went on to special- 
ize and have since returned to us. 
Others took one, two or three-year 


rotating appointments and_ then 
went into general practice in our 
area. Now we do not have enough 
good house officers to properly use 
half our facilities. This specializa- 
tion state of mind has the effect of 
wasting what we consider some ex- 
cellent teaching facilities. 

Lowell General Hospital is well 
equipped to give its interns and 
residents a _ thorough practical 
groundwork in many branches of 
medicine. We have so much real 
work. for these house officers that 
they cannot properly work up their 
cases or use our extremely modern, 
well-stocked library. Their time is 
filled by the invaluable wards 
rounds and weekly grand rounds, 
by scientific society and medical club 
meetings, by post graduate courses 
and oral presentations of their own 
papers and clinical studies. 


No Routine 


They are given such access to pri- 
vate and semi-private cases that to 
all practical purposes the cases are 
their own. Visiting doctors intro- 
duce their patients to our house 
officers and use them as first or 
second assistants in nearly all pri- 
vate operative cases and go per cent 
of all private deliveries. Nor are 
they given very much routine work. 
Intravenous injections are given 
by supervisors, and all laboratory 
work is done by technicians. The 
only time they are asked to write 
up private histories and physicals 
is when they are following the cases 
personally. 

Our 213-bed hospital offers the 
intern and resident experience of 
wide variety and abundance. We 
have go to 100 deliveries a month, 
2,746 surgical operations a year, 
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1,070 of which are major. We have 
an accident floor, a segregated out- 
patient department and clinics in 
medicine, surgery, obstetrics, pedi- 
atrics, mental hygiene, skin, ortho- 
pedics and cancer. All departments 
are headed and staffed with trained 
accredited personnel, and hospital 
finances are such that we can afford 
the newest instruments and equip- 
ment. 

Our house staff has six specialty 
board members, and over go per 
cent of the surgical department be- 
long to the American College of 
Surgeons. All of our consultants 
are board men with teaching ap- 
pointments. What house staff we 
have, then, is assured of expert 
guidance. 

Conditions are such, though, 
that we have not been able to as- 
sign a single resident or intern to 
our outpatient department, which 
has a fine staff of four College men, 
four Specialty Board members and 
three with teaching appointments 
in medical schools. We have faced 
this situation for six years now, and 
it looks like we will face it much 
longer. A gold mine of teaching has 
been left entirely untapped. 


Low Ratio 


Contrast this with the student- 
patient ratio in any teaching hos- 
pital. In one nearby there is a resi- 
dent, an assistant resident and an 
intern assigned to a service which 
at the time had all of four ward 
cases in the house. 

On one page of the Journal of the 
American Medical Association is 
column after column of advertise- 
ments seeking appointments in 
straight specialities, usually in sur- 
gery. On the next page there are 
just as many other columns bought 
by our kind of hospital offering 
mixed appointments with various 
extras. 

This is testimony of a change of 
attitude in today’s medical schools. 
Now they send out questionnaires 
asking the hospital for its quali- 
fications for training residents and 
interns. One we received recently 
asked us if we provided room and 
board for the intern’s dependents. 
That puts us on the spot. 

We do not argue the validity of 
their need. The majority of present 
applicants are married and many 
have families. The feeling is still 
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common, though, that the value of 
an appointment is in reverse pro- 
portion to the salary offered. When 
hospitals offer house officers rela- 
tively high salaries the profession 
is inclined to think there is some- 
thing wrong with the hospital. Our 
hospital has no choice but to offer 
the least possible salary and still 
maintain its reputation. 

It might seem that if we cannot 
properly attract these men with 
higher offers we would do better 
to conform to the current pattern 
and offer specialized appointments. 
Yet we have good reason for not 
wishing to abandon our system of 
rotation. Our type of rotating ap- 
pointment has a high educational 
value, but our assets are such that 
we would rank way down on the 
list with any given specialized ap- 
pointment. 

Besides, we feel that specializa- 
tion at such an early date in the 
medical career is a poor training 
technique. Medical schools do not 
turn out specialists, and neither 
do we. These specializations leave 
gaps in a doctor’s background 
which sometime may be embarass- 
ing. If a surgical intern happens 
to leave a large city he may often 
be consulted by an obstetrician re- 
garding a Caesarian section. He 
will have had no previous experi- 
ence in obstetrics to fall back on, 
so his only possible answer is sur- 
gery. We do not want to train that 
kind of doctor. 

Actually though, we would have 
difficulty conforming with only one 
of the American Medical Associa- 
tion requirements for the establish- 
ment of a specialized appointment. 
That is the one which deals with 
the teaching program. It is difficult 
to carry out such a formal program 


‘in any hospital with two to five 


house officers and a staff that does 
not demand board membership. 

We are sure that large teaching 
hospitals are making no more out 
of their formal teaching than we 
would be. Many good doctors 
trained in large hospitals and nev- 
er had a didactic lecture; the sup- 
posed teaching seminars given for 
medical studies and listed as part 
of our courses were, except for the 
poor fellow who had a service with 
the lecturer, bare of white suits. 
There is no sense deceiving our- 
selves. The big hospitals are teach- 











ing in exactly the same way as we 
have been. 

One hardly can expect a medical 
graduate of today to think this all 
through. He wants his qualifica- 
tions as quickly as possible. And 
he wants training in the kind of 
hospital that can give him the kind 
of appointments he wants. 

One of our recent house officers 
was as good an intern and resident 
as we have ever had. His past rec- 
ord was outstanding, with two 
years of training with us, three 
years in the army and one year of 
previously accepted internship. 
Yet today he cannot find an ap- 
pointment in obstetrics, his selected 


“specialty. Such is the attitude to- 


wards rotating appointments. 

Our intern committee has tried 
every means of bringing house of- 
ficers into Lowell General Hospi- 
tal. It has contacted six medical 
schools personally, written to 37 
others and run column advertise- 
ments in nationally circulated 
journals. It has registered with ag- 
encies, mailed follow-up letters and 
specially designed booklets and 
asked the help of old interns and 
residents with good records here. 
None of these sources were partic- 
ularly productive. 


Not Interested 


One of the few medical schools 
that did answer our letter expressed 
the typical attitude. “None of our 
graduates are interested in the type 
of appointment you offer,” it said. 

Our persistent failures prompted 
the committee to interview men 
who had been with us before. They 
wanted to find out if there was any 
deficiency which could be reme- 
died. The only one worth mention- 
ing was that we were accredited 
only for mixed internships and 
mixed residencies. To this we plead 
guilty. 

The only hope for any solution 
is the return of men who see the 
value of a mixed appointment. Ow 
point of view has been circumvent- 
ed by the state of mind created in 
medical schools and in large teach- 
ing hospitals. Present prospects for 
a change in this attitude are not 
too bright, even though opportu- 
nities for the required five or six 
years of straight appointments are 
becoming quite small in relation to 
the numbers applying. 
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The Present Opportunity. ... . 


THOMAS PARRAN, M.D. 
SURGEON GENERAL, U. S. PUBLIC HEALTH SERVICE 


wo YEARS AGO, when the first plans in this series 
see I remarked on the great opportunity 
that lies ahead in the field of public health. More than 
ever before, the American people are well informed 
in health matters and vocal in their demand for better 
health services. At the same time, our scientific and 
technological achievements in wartime have given us 
new confidence in our ability to meet these demands. 

On the other hand, I noted with concern that the in- 
creasing complexity of medical practice is having un- 
fortunate consequences for our rural population. The 
old-fashioned country doctor is vanishing; the young 
physician, trained to depend on modern medical facil- 
ities, is not replacing him in areas where those facil- 
ities are lacking. 

The situation remains the same today. But in the 
meantime the nation has taken a great step toward the 
fulfillment of its health needs. The Hospital Survey 
and Construction Act has set in motion a nationwide 
program to provide health facilities for all citizens 
according to their needs. 

Under this program the states, with federal assist- 
ance, are surveying their needs and developing long 
range plans for construction of hospitals and health 
centers. If the program is fully realized, the next four 
years will see the expenditure of $1,125,000,000 for 
construction, one-third of it from federal funds. Pri- 
ority is to be given to areas having the greatest need, 


especially rural areas and those with low per capita 
income. 

Nevertheless, this program will provide only a par- 
tial answer to our problems. It will be many years 
before our basic needs for health facilities can be met 
fully. We are hampered further by a shortage of phy- 
sicians, nurses and other personnel who cannot be 
trained overnight. We cannot, in these circumstances, 
afford any duplication of facilities, any inefficiency in 
the organization of medical services. We must plan 
soundly for the maximum use of both personnel and 
facilities. 

The concept of the coordinated system, which is 
illustrated here, is thus doubly important at the pres- 
ent time. This concept, while new to most areas of the 
country, has been applied successfully in varying forms 
in a number of instances. It will be some time before 
the inter-relationships can be worked out fully in many 
areas. Nevertheless it is important that our future hos- 
pital construction should lay down a pattern within 
which these relationships can develop in logical and 
efficient form. 

Such patterns are being laid down in the state plans 
now being formulated under the Hospital Survey and 
Construction Act. It is hoped that all concerned with 
the planning and construction of hospitals will bear in 
mind the advantages of a coordinated hospital system. 
It is further hoped that they will work together with 
their state hospital planning agencies so that every 
institution will be designed to fit the pattern being 
established for the area it will serve, whether or not it 
participates in the federal program. 


The Architects’ Responsibility... . . 


DOUGLAS WILLIAM ORR 
PRESIDENT, AMERICAN INSTITUTE OF ARCHITECTS 


1 OF THE MOST ambitious programs this country 


ever tackled, leading to a rational distribution of 

our facilities for hospitalization and public health, is 

now well under way. Architects in private practice will 
‘Rgeealled upon to prepare the plans and designs. 

It will not be easy to turn this vision into achieve- 
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ment. Obstacles already are rising. One is that we can 
design and build hospitals faster than we can staf 
them. Another is the mounting building and operating 
costs. 

On the bright side is the record of accomplish- 
ments. Nearly all states have completed inventories 
of facilities and are projecting state hospital plans. 

Many states have arranged for statewide meetings 
with their registered architects in order to present the 
state plan to the profession. Still others are securing 
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professional guidance from state associations and chap- 
ters of the American Institute of Architects in formu- 
lating the technical and construction phases of the 
state plan. The surgeon general accomplished this in 
the federal part of the program by setting up the tech- 
nical committee of the Federal Hospital Council under 
the chairmanship of James R. Edmunds of the A.I.A. 

The federal assistance is available to those states 
that are awake to their needs and the opportunity. 
The first requisite is a state hospital agency with an 
adequate technical staff empowered to handle the job. 
And the architects of the state must realize that they 
must become familiar with the state hospital plan in 
order to serve the people of their state properly. 

The resolution adopted by the Grand Rapids con- 
vention of the A.I.A. is significant. It asks: (1) that 
the profession be kept fully advised of the progress of 
this program; (2) that an architect be placed on all 
state advisory councils; (3) that technical assistance be 
extended by chapters and state associations to the state 
agencies administering this program, and (4) that all 
chapters encourage an active educational program for 
their members on the various phases of hospital de- 
sign, seeking also the cooperation of colleges of archi- 
tecture in this endeavor. 


Since then the seminars of hospital design have be- 
come a widespread activity. The A.i.A. state chapters 
and associations of Michigan, Mississippi, Pennsylvan- 
ia, California and Texas are pointing the way. It is 
well that the profession is conscious of its need for the 
most advanced thinking in the hospital field. Someone 
has said that we are setting the pattern for the hos- 
pitals of the next quarter century here in the United 
States. And they must be good! 

Every architect should know that there is a national 
clearing house for technical information on hospital 
and health center design. Whether or not the project 
in which he is interested is in the present national 
program, he would do well to make a note of its name 
and address: Division of Hospital Facilities, U.S. Pub- 
lic Health Service, Washington, D.C. Its medical di- 
rector is Vane M. Hoge, M.D. 

The man at the head of the division’s Office of 
Technical Services is Marshall Shaffer, an A.I.A. 
architect. 

The division does not design hospitals. What it does 
is to pass on to the architect, at his request, the results 
of the latest thinking by its specialists in hospital de- 
sign, hospital administration, nursing, medicine and 
equipment. 


The Hospitals’ Capacity to Serve..... 


GEORGE BUGBEE 
EXECUTIVE DIRECTOR, AMERICAN HOSPITAL ASSOCIATION 


HOSPITAL’S CAPACITY to serve its community de- 
A pends in no small degree upon careful functional 
planning and sound construction. Funds contributed 
in good faith by the community too frequently are 
wasted in poorly planned and poorly constructed hos- 
pital plants. The losses incurred through poor hospital 
construction, great as they may be, cannot be calcu- 
lated in dollars and cents alone. The most important 
loss, which continues over the years, is in quantity 
and quality of service that cannot be delivered al- 
though paid for. 

For these reasons the American Hospital Association 
long has had a major interest in hospital architecture. 
This is why it has urged and encouraged architects to 
specialize in hospital work. While hospital construc- 
tion in the past has been but a small part of the total 
building industry, the backlog of need is now tremend- 
ous. ‘The Hospital Survey and Construction Act will 
help to provide $1,125,000,000 worth of hospitals and 
other health facilities in five years. Even this large 
sum however will meet barely 13 per cent of the need 
as disclosed by current state surveys. 
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A program of this magnitude—of such social and 
economic significance—must employ the best in scien- 
tific hospital planning and design. ‘The accompanying 
section by the Division of Hospital Facilities, U.S. 
Public Health Service, is an important contribution 
to the science of hospital planning. ‘This division also 
administers the Hospital Survey and Construction Act. 

The designs are extensions of earlier publications 
by this organization, notably “Elements of the General 
Hospital” (Hospirats, May 1946) which suggested 
detailed layouts for the various units of the hospital. 

While the described units are built around the 
theme of a coordinated hospital system, each facility 
is physically complete in itself. It is hoped however 
that the designs suggested will not be followed blindly 
by the architect of the community hospital. While 
basic principles are fairly constant, details are highly 
variable. Requirements of the medical staff, the com- 
parative resources of the community, the climate, the 
site conditions, in fact a broad category of variables 
demand that each hospital be designed with its own 
individuality. 

In creating the architectural scheme that best will 
fit all given conditions, however, the architect will find 
these type plans a helpful key to the inter-relation of 
all hospital units. 


5| 








| PROGRAMS of hospital construction and op- 
eration have as their aim a type of hospital service 
that combines and coordinates the three major aspects 
of medical care: Preventive, diagnostic and_thera- 


peutic. 

On the basis of this concept, the surgeon general 
of the U. S. Public Health Service has suggested the 
coordinated hospital system, charted above, to provide 
the three types of care through a nationwide network 
of hospitals and health centers. With the large base 
or teaching hospital as the center, there would be 
radiating lines of communication in service areas. 

Next in line would be a large general hospital in 
an urban area called the district hospital. This would 
be followed by a smaller one, the community hospital 
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Small circles represent chronic disease hospitals for later consideration. 


and health center, which would be of minimum size 
for efficient operation. For the isolated communities 
too small for even a minimum hospital there would 
be a sort of outpost or diagnostic clinic—a community 
clinic with a small nursing unit. The only nursing 
service would be for obstetrical or emergency cases; 
principal activities would be preventive and diag- 
nostic. 

There would be a constant interchange of informa- 
tion, training and consultation between hospitals. 
Patients would be referred from hospital to hospital 
as warranted. Separate buildings would be designed 
and equipped according to their place in the system. 
Thus a great area, presumably a state, might be tied 
together by a network of facilities. 
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The Coordinated Hospital System 


BASE HOSPITAL 


TEACHING RESEARCH 
CONSULTATION 
CANCER CLINIC 
PSYCHIATRIC SERVICE 
HEART CLINIC 
MAJOR SURGERY 
INTERNAL MEDICINE 
OBSTETRICS 
PEDIATRICS - 
ORTHOPEDIC SURGERY 
COMMUNICABLE DISEASES 

Tuberculosis 

Venereal Disease 

Other 
TEACHING 

Nurses 

Interns 

Residents 

Post Graduates 
LABORATORY 

X-Ray 

Pathology 

Bacteriology 

Chemical 
PHYSIOTHERAPY 
DENTISTRY 
EYE, EAR, NOSE, THROAT 
DIETETICS 
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DISTRICT HOSPITAL 


MAJOR SURGERY 
OBSTETRICS 
INTERNAL MEDICINE 
COMMUNICABLE DISEASES 

Tuberculosis 

Venereal Disease 

Other 
PEDIATRICS 
EYE, EAR, NOSE, THROAT 
DENTISTRY 
PHYSIOTHERAPY 
LABORATORY 

X-Ray 

Pathology 

Bacteriology 

Chemical 
TEACHING 

Nurses 

Interns 

Dietetics 


The coordinated system will provide a constant 
exchange between hospitals of information, 
training, consultation service, personnel and for 


referral of patients when medically indicated. 


Community Hospital COMMUNITY CLINIC 


and Health Center 
OBSTETRICS 


EMERGENCY MEDICAL 
AND SURGERY 


LABORATORY 
X-Ray 
Bacteriology 
DENTISTRY 
PRIVATE OFFICE OR OFFICES 
FOR PRIVATE PHYSICIANS 
ADMINISTRATIVE PUBLIC 
HEALTH OFFICES 
Health Officer 
Sanitarian 
Public Health Nurses 
Public Health Clinics 


Maternal and 
Child Health 


Tuberculosis 
Venereal Disease 
Public Health Education 


INTERNAL MEDICINE 
OBSTETRICS 
EYE, EAR, NOSE, THROAT 
DENTISTRY 
MINOR AND UNCOMPLI- 
CATED SURGERY 
LABORATORY 
X-Ray 
Bacteriology 
ADMINISTRATIVE PUBLIC 
HEALTH OFFICES 
Health Officer 
Sanitarian 
Public Health Nurses 
Public Health Clinics 


Maternal and 
Child Health 


Tuberculosis 
Venereal Disease 
Public Health Education 








A major effect of the plan, as far as it concerns 
buildings, would be seen in community hospitals 
and community clinics. Here too the system 
should reach its primary objective—the extension 


of modern health service to areas not now served. 





For Multiple Community Services 


OO SMALL TO QUALIFY as a hospital, this minimum-sized com- 
+ leone clinic is for only rural communities that cannot sup- 
port even a community hospital. It functions primarily to bring 
public health facilities to the small community; secondarily, to 
provide nursing service, mainly for obstetrical care. 

Facilities for surgery are not shown since it is practically im- 
possible to maintain an adequate standard of care for surgical 
patients under such circumstances. Such a limited facility should 
be constructed in communities only in unusual circumstances. 

A unit such as this would operate as an outpost in the coordin- 
ated health service scheme: To bring either resident or visiting 
physicians and technicians to the locality, and to handle minor 
cases and refer others to community, district or base hospitals 
as required. 

The health center wing provides limited facilities for public 
health work. The examination room would serve for various 
clinics. Schedules for its use might be coordinated with those of 
private physicians. Laboratory facilities also would serve for 
multiple use—by clinician, epidemiologist, nurse and sanitary 


engineer. 


Richard E. Collins, delineator 
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_... with an Eight-Bed Nursing Unit 


THE Lossy is entered from a court which provides good park- 


ing facilities. The covered entrance porch provides sheltered 
parking for perambulators while mothers attend the clinic. 


Offices and examination rooms adjoin the lobby. Service facil- 
ities are grouped at the north end of the building and have their 


own entrance. The nurses’ station is located for control of en- 
trance at night. 

The building should be so oriented that the nursing unit re- 
ceives the benefits of southern exposure, prevailing winds and 
maximum quiet. 


Total gross area is 4,391 square feet. 


NURSING UNIT—8 BEDS 
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A COMMUNITY CLINIC .... 


Arthur W. Wareham, delineator 


Designed for Basic Rural Health Needs 


HE ILLUSTRATED COMMUNITY CLINIC with a 10- 

bed nursing unit satisfies most of the basic 
needs of the small but fairly complete public 
health center-community clinic and yet is flex- 
ible enough to permit the local architect to 
adapt it to specific community requiremeris. 

Nursing and administrative superv’sion is 
maintained from a central point. Inpaiient areas 
receive a desirable exposure. A compact unit for 
emergency surgery and obstetrics, with adequate 
separation, is shown. It has only a pass window 
for sterile supplies opening between the work 
and delivery rooms. (Many authorities con- 
demn the practice of the use of the operating 
room for delivery, even in small hospitals.) Lim- 
ited driveways serve both the main and service 
entrances. 

If initial construction is minimum, future 
expansion is possible on any axis of circulation. 
This arrangement also permits separate nursing 
units for different categories of patients by simple 
duplication of the nursing unit illustrated. 


Office space for private physicians may not 
be necessary or desirable in some instances, of 
course. For this reason that area is not shown in 
complete detail and may be omitted without 
affecting the basic plan. 

The combining of all these facilities promotes 
continuity of health and medical services, is con- 
venient for patients and staff, and serves econ- 
omy through unified administration and the use 
of common adjunct services such as x-ray and 
laboratory. Such combination is almost essential 
for the success of the small institution if it is to 
provide really adequate care on a sound econom- 
ic basis. 

In those unusual communities where satisfac- 
tory facilities already are available for public 
health activities, some readjustment in the area 
shown will be indicated. Modular design will 
permit the competent local architect to accom- 
plish this without major dislocation of basic 
pivotal hospital units that are parts of this build- 
ing’s design. 
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with a 10-Bed Nursing Unit 





THIS SMALL COMMUNITY CLINIC is simple in de- 
sign and economical to build. The wings are 
connected to the main building by passageways. 
Others can be added to provide the type and 
number of facilities needed. 





SOLARIUM 


Patients’ rooms are placed on the south and 





quiet side, away from the main entrance. The 
operating and delivery suites are separated from 
each other but concentrated at the end of the 
building. Gross area, not including wing, is 8,514 
square feet; gross area per bed, 851 square feet. 





FUTURE EXPANSION ADDITIONAL BEDS 
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TYPE 50-BED GENERAL HOSPITAL 


And Rural Health Center 


3 reg 50-BED HOSPITAL and public health center 
is considered the minimum desirable size for 


the community hospital in the coordinated hos- 
pital system. While hospitals of 30 to 40 beds 
may be necessary in certain areas, the saving in 
cost usually is offset by the difficulty in maintain- 
ing adequate care and supervision. 

Complete service for routine cases can be pro- 
vided efficiently in this hospital. Complicated 
cases and those requiring the most difficult ma- 
jor surgery would be referred to the district or 
base hospital. 

Incorporation of the local public health organ- 
ization and facilities into the rural hospital has 
many advantages, whether in public or volun- 
tary hospitals. The source of income would be 
broadened to include public and private. Public 
health and hospital facilities should be less ex- 
pensive to provide and maintain when in com- 
bination. Where only a small hospital is possible, 
economy of material resources, technical person- 
nel and specialists usually will be absolutely 
necessary. 

Inclusion of offices for lease to private pliysi- 
cians is increasing in favor but is not provided 
for in this plan. Such an arrangement is advan- 
tageous to the small hospital without interns or 
residents. It also helps to induce physicians to 
locate in small communities. Coordination of 
this little hospital with larger ones in the line 
also would be considered an inducement. In the 
plan, the physician would maintain contact with 
the big hospitals with their more complete facil- 


we ee et! 
Scene Se 


— i a gl gy 


ities, their larger staffs and research personnel 
and equipment. 

More important, the advantages of coordina- 
tion benefit the rural patients. This little hos- 
pital can be planned to give perfectly adequate 
care to limited types of cases; it need not over- 
burden itself with competitive efforts to deal 
with highly specialized therapy. 

The health clinic uses adjunct facilities in 
common with the hospital. The location of x-ray, 
physiotherapy and like departments is such that 
they are equally convenient to inpatients and 
outpatients. The public health department has 
its own wing close to the main entrance. The 
assembly room for health education has it own 
entrance. 

The building is designed with extended nurs- 
ing wings, with all rooms on one side of the cor- 
ridor, facing south and away from the rest of the 
building for isolation from noises. 

A small hospital does not permit complete 
segregation of patients: Surgical, medical, obstet- 
rical. An isolation unit, however, is a requirement. 

The two court areas provided by the H-shaped 
plan are at different levels. Thus one becomes 
a service court for the service rooms on the 
ground floor; the other a drive-in and turn- 
around for the ambulance entrance on the first 
floor. 

While this design suggests balconies along the 
nursing wings, it is pointed out that hospital 
authorities are not in agreement as to their use- 
fulness. Gross area is 43,000 square feet. 
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Arthur W. Wareham, delineator 
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First Floor 


ON THE FIRST FLOOR, the H-plan permits both 
separation and good grouping of the health de- 
partment, public health clinic, administrative 
offices, laboratory facilities and bedrooms. 

The central nurses’ station permits control of 
visitor traffic as well as of the patient area. 

The hospital should be oriented so that the 
nursing units receive the benefits of southern ex- 
posure, prevailing winds and maximum quiet. 





Traffic Flow * 


TRAFFIC FLOW IS SHOWN in the diagram (right). 
It indicates the advantages of separation of en- | 
trances and the location of departments for easy 
and smooth functional relationship. | 
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Second Floor 


THE OPERATING SUITE, on the second floor, is 
just about a minimum for a good hospital. The 
delivery suite is completely separate. The cen- 
tral sterilizing room serves both. 
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Arthur W. Wareham, delineator 








N 
\ a S 
Ground Floor ~~ / 
SA // 
ai ° ° e ” ae, IR VA 
THE NARROW WING gives cross ventilation to a: fi ~ 
the kitchen on the ground floor. Dining rooms lie 


and locker rooms are on the south side for 
best exposure. The location of the service court 
leaves patient areas quiet. 
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MEDICAL NURSING UNIT- 30 BEDS 


MATERNITY NURSING UNIT—16 BEDS 
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SERVICE SURGERY 
HIS 75-BED GENERAL HOSPITAL is an example of too difficult from an administrative standpoint, 
| ee typical one-story institution. The design however. This general type of plan has been 
permits a maximum capacity of 99 beds by use found to be quite well suited to climates where 
of additional beds in single rooms and in the heating and total area are not particular prob- 
solariums. lems. It permits simple and economical construc- 
Some question has arisen as to the economy tion and may easily be expanded by the addition 


in planning for all services in a hospital of this of a fourth nursing unit. 


size on one floor level. It has not proved to be The inclusion of rather complete facilities for 
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outpatient services is an optional feature to 
which every community should give serious con- 
sideration. The average hospital finds it almost 


imperative to provide outpatient services if it is 
to discharge its responsibility fully to the com- 
munity. Such facilities are provided in this plan. 

It is the hospital of this size and larger that 
is in a position to give more nearly complete 
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Richard E. Collins, delineator 


— _ One-Story Plan for Hospitals up to 100 Beds 
UUs 


2 SA ERIY DESDE ET THE NURSING wings, with 


generous courts between, ex- 










wy eae 
é _© [J TREATMENT 






oe | 
E.E.N.TE EXAM. | 
San 
I 
}! 


tend to the south and give 
the patients’ rooms the bene- 


_ WAITING 


i fit of the morning and after- 
The 


and the ambu- 


noon sun. automobile 
parking area 
lance service courts are on 
the north where they will 
cause a minimum of disturb- 
ance. 

The kitchen, 


dining and 


\ locker rooms are above ground 


where they receive good light 
| and ventilation. 

- Maternity facilities are 
placed in the most remote 
| wing, with the delivery suite 
separated by the corridor from 
the maternity nursing unit. 


services to patients in most of the categories. 
Experience has proved many advantages for a 
one-story plan for hospitals up-to 100 beds. 

The arrangement of complete nursing units 
in the various wings allows for better separation 
and control of types of patients. 

Total gross area of hospital is 49,432 square 
feet. Gross area per bed is 659 square feet. 












TYPE 100-BED GENERAL HOSPITAL 














Richard E. Collins, delineator 
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HIS MULTI-STORY 100-bed building typifies the mod- 
q yrs concept of the average size hospital in the 
United States. It is designed to provide practically all 
services that are expected of the good general hospital. 
It is this type of hospital in the typical smaller urban 
community that can set the pattern for standards of 
care necessary to improve the health of the nation 
insofar as hospital facilities can contribute to that 
movement. 

Here too are provided facilities for an outpatient 
department without which the average community 
hospital falls short of the full extent of its possible 
services. 

A peak load of 137 patients can be cared for by 
putting two beds in single rooms and additional beds 
in the solarium. 

Services available in a hospital of this size place it 
in a dominant role in the concept of an adequate 
coordinated hospital system. It is just such an institu- 
tion to which the smaller rural hospital and _practi- 
tioners on one hand and the large urban medical 
center on the other look for a common meeting 
ground. Here it is possible to provide continuity and 
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Ground Floor 


correlation of consultation, medical education and 
research. 

For this building as others there should be orienta- 
tion so that the nursing units receive the benefits of 
southern exposure, prevailing winds and maximum 
quiet. 

Total gross area of the hospital is 69,075 square 
feet. Gross area per bed is 691 square feet. 


Ground Floor: Services are located so that the boiler 
room, laundry and kitchen are not under nursing 
rooms. The service entrance is well removed from 
the main entrance and the outpatient department en- 
trance. The autopsy room and morgue are placed near 
elevators and the service entrance. 


First Floor: The nursing wing’ has east-west exposure 
on the south and quiet side. Elevators are centrally 
located. Adjunct facilities are convenient to both in- 
patients and outpatients. The ambulance entrance is 
on the opposite side of the building from the patients’ 
and visitors’ entrances. 
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Second Floor 


ALL SURGICAL ACTIVITIES are confined to the 


north end of the second floor away from the 

nursing rooms. The central sterilizing and sup- 
ply room is situated in the surgical suite and is 
connected by dumb-waiter with the department 
on the floor above. 
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“ THE DELIVERY SUITE is located at the very end 
Third Floor 


of the third floor. It is isolated from the nursing 
activity and hospital traffic. 








MEDICAL NURSING UNIT—298 BEDS 








SOLARIUM 


UTILITY 





ON THE FOURTH FLOOR, the typical nursing 
floor, a solarium extends across the entire south 


Fourth Floor 


end of the wing. 


BED ROOM LIVING ROOM 


SOLARIUM 


Fifth Floor A SMALL APARTMENT for the resident physiciar! 
is located on the fifth floor. 
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TYPE 150-BED GENERAL HOSPITAL 
And Health Center 

















Arthur W. Wareham, delineator 


similar health meetings necessary for the pro- 
motion of a well-rounded community hospital 
and health program. ‘The public health area is 
situated so as to permit coordination of its activ- 
ities with the hospital program and yet allow 
separate administrative control. 

A feature of the nursing floors is the concen- 


tw 150-BED GENERAL HOSPITAL plan illustrated 
is an elaboration of the preceding 100-bed plan. 
It shows variations in the area of service facili- 
ties, particularly in the ground floor area. Plans 
for seven floors are shown. 

The general administrative area and outpa- 
tient and public health services are concentrated 
on the first floor. They are sufficient to serve 
almost any community. Included in these facili- 
ties is an auditorium for use in health education 
programs and for large clinical conferences and 


tration of service facilities in the central corri- 
dor, and the placement of rooms on only one 
side of the corridor to make patient rooms as 


quiet as possible. 


71 





JANUARY 1948, VOL. 22 





ee Nee ees Se cea eee a ee ae ei oe ae ee 


$438 £3—LINN ONISINN IWDIDaNS 


JA 








‘yaay aaenbs 3G st paq stad varie ssoryg ‘3994 
aienbs so6‘stt st pewdsoy jo vaie ssoi8 [eIO], 

‘uONLTNUGA pue SuNnysiy, syenbape sap 

-O1d JAN09 JIAIIS PIBAvVdXI aT, ‘s19}TeM-quinp 

pur siojeaaya payesoy Ayperjuaa Aq syuousedap 

Jayjo [Te YIM payauuOD aie ynq JOO punols 
ay} UO payeUZIUOD oe SaILLITIOVA AOIANTS 


HOSPITALS 


4OO|4 Puno 


owes. | {--{} 
NONIT 
3110s 
‘8 21 @ vo 
oe 


» 3WOS SiHavUD 


N 


“y 











ONIAIZI3N F ONINSS! 





cc 


LanOd 3IDIAaIS 


° 


Ag3A730 
$1310 WO34S NIHOLIN 

















AVMIAtHO 


1aNOD IONVINEWY ele 


‘SuIp[Ing oy) Jo apts 

99.138 10 YOU JY} UO J1v 19}U9D YITeIY IYI pue 

sjuatedjno ay ‘YeIs sYI IOJ Vsoy) pue s0Ue.QUA 

UIeUI dY_T, *S31NOd pazeustisap ATpexyWads 07 uado 

saoUBIIUD DUR[NGUIL PUB DTAIIS JY], ‘so2ouUR.TUD 
jo uoneiedas ajaqdutod sapraoid uBisap sty, 

‘seare Juanedino pue daNensturupe ayi 

YIM sya9uUO0D Jey? Sum Suturolpe ue ur ATTEN 


-uad podnois are saryipIoey aorasas Astou yensn ay} 
pue UOT}eIS SISINU YT, ‘apis YIAOU I19YI UO IOP 
“1109 _paiwpHUsa pue pays jam “amb e ATuo 
aavy pure ainsodxa uray nos ev Aofua suto0ol [TY 
‘uoneonps YIyeIy JOJ UNIO WZpNe ue Surpnpp 
“ur ‘19}U99 YIeay ew IOF adeds saptaord [etdsoy 
sty} ‘sjuanedjno pue Sursinu ‘uonesturmpe 
Joy syusuniedap Ivasn AHL OL NOLLIGGV NJ 


JOO}4 4Ssly 





JONVUIND 
WiidSOn 


AVMIAtHEGD 














ONINEWd JdV1S 




















‘ONILIVA 











sou0l3u 


























bs Wo2G3InW F 40 wOLD3NIO 
a 


JINVEIND 
4aas 



































auveery 









































+r 
Ll 


SWOLISIA 


a 
‘SBOLVAR13 


wis nvr 








O71 Mave 








wire wous 1 


An NOILWAS .S3SUNN 
oO O;—y, — 











NOILVULSININGVY IW1LIdSOH 








LaNOD 3IDIASIS 











WNieOS 














WE | SS Gs Oe | ae 
SP | oe Se Se | ce 















































‘ONVHY3AO 





STE SEE 


$d38 £3—1INN ONIS3NN IWD19aNS 





JANUARY 1948, VOL. 22 





—s— 


SURGICAL NURSING UNIT—27 BEDS 





—z et — 











A a 


ing Sa SS 
wun ee _ 
—_— 











N 


GRAPHIC SCALE 


o 4 8 2 FT. 


pesueet FACILITIES 





P34 





=== 


a7 


5 
BP 
= L 


a or 
cr oS 


jeise eebe! Lio 


= ie ae 4 


aE cok 























__OVERHANG 


























PANTRY “ 








VISITORS 











OVERHANG 


ELEWeTORS 
— 


| 
an 

















— —— 











es — DR — 





OFFICE & 
VIEWING 


Tit” 




















[ seer | 


Fivorn 22 warring 2B. rit 
Pie _ R 


=f =i i STOR 


FILES X-RAY tae STER 





CYSTO 





MOBILE HRAY 


OO 


LABORATORY 








sp Oo 


— ww 


Wi SOLUTIONS 


PHARMACY MFG 
ow 




















WAITING 





} 








PHARMACY 
DISPENSING 














tSOurATION 

















———————— rs ‘aeReEERTTACT | 
ce HH Nuase star IN 
- 
STOR 
ry iN 





























ul 


BATH LC 


FLWRS 


fiw [ ster 


VISITORS 





Second Floor 


ALL ADJUNCT FACILITIES are lo- 
cated on the second floor but are 
readily accessible to the rest of the 
hospital either by direct passag« 
or by elevator. 


Third Floor 


THE THIRD IS THE surgical floor. 
It is designed to provide complete 
separation of the operating suite 
from the nursing wing. 
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Fourth Floor 


THIs FLOOR provides maternity 
beds, small nurseries with individ- 
ual cubicles, and delivery facilities. 
Nurseries are concentrated at the 
end of the nursing wing out of the 
flow of traffic. The delivery suite 
is isolated from the nursing wing. 


Fifth Floor 


THE TYPICAL nursing wing is re- 
peated on the fifth floor. Quarters 
for interns are shown in the north 


or separated part of the floor plan. 
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Sixth Floor 


ANOTHER TYPICAL nursing unit 
of 25, beds is shown. There is equal 
distribution of single, double and 
four-bed rooms. This is the top and 
quietest nursing floor. 











Seventh Floor 


CONVALESCENT PATIENTS can rest 
and relax in this solarium or on 
the terrace. 
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TYPE 200-BED GENERAL HOSPITAL 
With Private Physicians’ Offices 


te ACCOMPANYING PLANS represent the third cle- 
ment of a coordinated hospital system—the district hos- 
pital in which practically complete diagnosis and 
treatment are available. Its staff would include out- 
standing representatives of the medical profession in 
its various specialities. 

Approved internships, residencies and a school of 
nursing would constitute its teaching facilities, al- 
though informal refresher courses on a limited scale 
might be available to physicians from the smaller hos- 
pitals and from the rural areas. Such courses would 
help to establish a basis of understanding and cooper- 
ation and would materially aid in maintaining an 
elevated standard of care in the outlying areas. That 
is one of the principal objectives of the coordinated 
hospital service plan. 

Medical offices for private practitioners are included 
in the plan (second floor). While in a large hospital, 
presumably in an urban center, this would not be so 
necessary, the idea still has advantages. ‘The physician 
would be close not only to his hospitalized patients 
but also to the various facilities for diagnosis and 
treatment. 





JANUARY 1948, VOL. 22 


While the open plan again is used, with nursing 
rooms ranged along the south side, the wing is deep- 
ened to accommodate utility rooms on the other side 
of the corridor. Size of the wings precludes keeping all 
utility rooms centrally located, hence the device of 
the offset corridor. The wings at the north are limited 
in height to present requirements for departmental 
space; upward extension is possible should expansion 
later prove advisable. 

Even though this is a much larger hospital than 
those shown on preceding pages, the central sterilizing 
department plan is continued. On the other hand, 
two eight-bassinet nurseries are located in each wing. 
The babies are in the same wings as the mothers, 
which is desirable for economy and ease of nursing. 
Also, the smaller nurseries aid in the control of such 
infectious diseases as dysentery. The nurseries are 
arranged so that they can be completely isolated; 
babies under the care of a single nurse are kept 
together, and no one else, not even doctors, need 
enter the room. 

The size of this hospital permits segregation of var- 
ious types of patients in the nursing wings. 





77 








2NSS OF AINTE OQNISGIIN Ol8lvidid ee 


ONVHEIAQ 





4 
$039 S€—LINN ONISENN IWIIGIW 








JAI 













29vUOIS a 
. 
VISSMASINV ro 


ie 









=“ 
=~ 
rai 
=~ 
F a 


JOVYOLS BUNLINUNS FP WOO’ 





‘ONILWOS 


or. 
alle 





3OvwOiS WINE 









JOVSOLS WYINID 


AMINIHOV 
WI18L9373 









Qanysinisann 


JowwOls 
0004 WINS 












4343343SNOH 


29vwOLS: 
wine 





30ve01S 
AQVHUVHE 


JONVELING 
smn <| 73H 7 AN3ANI0 





‘ONIAIZI38 
9 ONINSS! 





‘8H zZt_8 yO 
——$ 
3WOS DineveD 


N 


1anod 
3DIASIS 












329vev9 


39vs01S 
¥003u 





Ag3AI730 
NIWOLIM 


Ww 












“we 1001 
SBdNONED 


BOLVEINION! 


oo 









‘S¥OLWA3T3 








$1310 
Wid3ds 


—— 
it _| 
Se ee 


N3HOLIM 


29vYOIS 
ava 





WOOe 431108 








$¥3x007 









woou 
S3S8NN 


woo 1S3u 
134 FWww3s 













ONINIG 4304S 








‘ONINIG 613H 








HSYM HSIO 





“we WINWOS 






(438 934 





‘sarpog JO [PAOWat snondIdsuOdUT OJ 9DUL.UD 91 ‘sattddns jo yuautaAow ay pue saakojdwia 
-AJOS UTEUL JY} IwIU ‘10}BAITI JY} WAT ITQISsI99N IJAO [O.1JUOD [QUID S9AIS JDUR.UD sTYyI aj1s0ddo 
Ajyoau1p aie suoor Asdoyne pue an8iow sq J, aoyjo Surara.01 pue Surnsst ayy, ‘oye. aaXo7;d 
‘QA0qe SIOOY “wid pue AIDAT[ap YPN JOF ‘QouUR.QUA dDTAIaS UTeU 
SuIsinu ay) JO SsatyUed ay sadtas YOTYM UdYyIITY IO ‘1aYyIO JY pue satqeystiad UdaYyIITY A0J st DUO 
sjoIp [etoads ay) Ul Ja}teM-quinp & SI 319Y} JTAIAS ‘poprAoid are saoue.Uus OM) (1004 puNOIZ ay} Jo 
pue Surpaay [vawi-usaMjaq JOT “s1OJBAITA YI 0} [PAI] JY} OF PIIWALdX9) 14N09 DOIAJAS JY} WO] 
JUSTUIAUOD 31k SUIOOL SUTUTP puke UdYIITY IY] ‘IOOY SITY} UO pasnoy Ile SALLIIOVA AOIAUAS TIY 





JOO|4 punojs 





HOSPITALS 


78 








‘yaay} auenbs gSg st paq aad vaae ssorsy “997 J1enbs 
oo0g'tSt st yeudsoy ayy Jo vaae ssoIs [RIO], 


‘sonerpod 07 1940 
dy) puke JUTDIpaUl [eUADIUL OF poUsisse duo ‘syTUN 
OM) sapnpuUT OOH sty UO B8uIM Sursanu ayy 

"10IAII JeAredas ev pue 
Aemireys paryesoy AyyTeus. ev Jo suvaut Aq atqissod 
apeul st OO] puodIs d9yI UO saTTT_ORy Junlpe 





‘u9t at 8 vo 
—— 
IWS Sedwal 


N 








430 


? 


bmn wen ww ow = = oo = = = 5, 





aun 









13. NOUvIS 
S3S00N 





38 6b—-LINN 





ann laivi 


ay) 0} ssax0y ‘sodoid yeridsoy aya YUM ApDaI 

-Ip pawpauuod st nq seaie SuNwM pue dduURIQUd 
ajeiedas sur sey juaunaedap juanedino s3yT 

‘eae Suryied yeis sy Woy dsoYy) AOJ DOURY 

-ua yeis ajearid ev sey IX ‘Aqqoy doue.QUd UTeUL 
oy? surolfpe yusunsedap uonensturmpe dq, 

‘QAOQ” SIIINS [BITSANs 

pue [eaLnaIsqo dyI 01 pue ‘100]] puOdds UO sor) 


JOO}4 4SAl4 





ONVHYIAO 


IN3W18Vd30 LN3ILVd-LNO TtaR 








JONVEIND 
WildSOHW 





BONVELNS 





san | 28"s 


B 


— 


woou'siNv ONLLLIWOV 





ago 





wehSVO 
Siddv 





ago. 








AQNIDUIWI 





3ONNOT 
aus 


Agwesiy 
39N3¥34NOD 


Lanod 
JINVINEWY 


‘SUOLISIA 


‘SBOLVAIN3 


ae 
ANIWLV3UL LINSNOD 
enero 























yey ~unlpe sy 0} ApWoIIp Suista 1OyAITa uv 
0} JUa0e[pe st dURQUD pUe JINOD da2URTNQUIe 
ajeredas sit YUM JuouIedap Adua810uI9 ayy 
‘SUIM SuIsINU dy) AOJ PdArIsaI 
st aansodxa jamb pue yinos ayy *yuswAedap 
quoNedjno ay pue usw Iedap uoneNstuTUpe 
ay ‘Aqqoy pue o9URIJUD UTeU dy) pazeI0T aie 
SUIP[ING dy} JO Ips 199.8 10 HIAON FHL NO 


a@nunvu 


nmOoG 














NOLLWLS 
S3S80N 


Cc 









ann 








$039 3€ —LINN ONISENN 


79 


JANUARY 1948, VOL. 22 

















, Alans 9 | . : es Zz 
a Alans a Zz 
3OVWOIS JWWBISNA . . x 
~ 
SBOLISIA 
g La) 
x 
3 = 
a 
NOLLVIS NOLLWAS - 
Ann “S3SUNN S3S8NN ana _— 
: SS = 
[ 72) 
NOriviost og 
— = 
ann 
‘ans 


WnaWn0sS 





$038 63—-LINN ONISINN IvdIOINS SNVHU3AO $038 83—-LINN ONISINN IW31I9aNS 







































































ta g "UOTEIS [OIJUOD SIOUSIA [eIJUII Be pue WNT 
Sal | ‘maroorove -Ivjos ¥ ‘uIoOI yUOUTIZVa ev ‘AQued v& oreYys ADT, 
ee ae ‘sonyN pure uoneys sasmu uMO sir sey yun 
a ‘eva yey ‘[TVorsins 19yIO dy} pue [eoTpoeut ouo ‘syrun 
ceacied J: aay ajeredas OM} jo sisisuod SuIm Sulsinu sy], 
. 1 non 6 L- Ly mw eo | ‘e1idsoy ay) Jo saripoey iwunlpe 
ne ST at 3 9 | at = : eA JY} 0} ssa00¥ WaIIP puke Wool SuIeM azearid & 
ot a davy siouotoeId ayearid 10% saoyJo [eIIpay 
= | “Zr Tet sl co “‘SUIM JuoUIZIed 
= Ge = uth mer | ire ae 44 ( <T] a -9p UOTeNstuIUpE dy) 03 4103s puOdIs & SUIppE 
“| wea | 1 ‘ tel. 0 ag aes | < hq paysttduiosoe aq Aevew uorsuedxa si ‘syuated 
inswoo | omua | onuiva | snsw0o ome ee ein fourirnsats| oun eae ra -no OJ papraoid st woo1 SuNnteM Wy “100 sIy) 
ere ey BETTY BOT ETE TY PT Bee STS o] Fr —{_ uO pajeIjUaDUOD a1e SaLLIMOVA LONAfav ‘TIy 
——— ia 





4OO0|4 Puordas 


sziiwidwd 

















L_ 
Awouvwoev 
3 — 
‘98 zt 8 FO ~~ 
— 
WS DWHaVwD n znnus | i 
— NIMS VA 
‘ma 


N _— py) 
®) ae ca ala 
— 

















= 





SEE EH GJ Ste so l= 


wotivirosst 


Por un oT 
Be Cy = — 








—— 
SWOLVART3 


a 






































Tei ke See's Uwe Ye PEE 
3 wus Oo. @eiiwnio ANA Tee ny ate! 


wotaviosse 


sEEEES: © 
Cy anwnos CS ea cycyrcjyc 

















q 
q 
d 
q 








HT} [5 
U 
i 
U 
Ud 
Od 









































$038 63—LINN ONISINN IVDIOINS Sonuano $038 63—LINN ONISINN IVDIGIW 


80 





‘yey [eidsoy Jo Moy jensn ay) 
pue sutoor Sutsinu AjusJa3eU vy} Woy paaouras 


IM, 


ina 





aMnva1d 


| 
| -— ol] 
woos wOsY) 





wais-‘ens 


[] [ 
U U 
ABIAINIO areness & AB3AIN30 


Esa ] 


AS8IA1130 


Pony ToT 
63! I 
137101 
ELT 
wotuwss® $¥3x007 


ote suLOOL JOge, pue ArdATpap IY J, “OO YIANOy 
94} UO PdI1I}U9I ST ALIAILOV ALINYALVW TIV 





ost “oO | 
JOO|4 Yyno4 ee by | 


a 
1 ql SBOLISIA 


= 
L_] r 
CI = 
LJ 
eT | 


SOID FB “wos «oO 
ABLNYG! 
was f | 30073) 
32vdS WHOM 


i. 
| sa 
PAV fy Auas! 




















T 
4 
2 NOLLWAS 
AES AUSN 2 ‘S3SanN 
493dSNS WOOUZINY 1934SNS 2 


wOtiviosti 


. M, l | Le aOMm 5 | 
o 
= — HH | 
j al ite j } } i AWISUNN peer 1 teasunn 


$038 9L—LINN ONISINN ALINSILVYW 












































| 


| 
ABISUON 


, 


$038 8L—LINN ONISINN ALINSILVA 


JUNLVWI¥d 
ABISUNN 
we 


























AUISYNN Fy uN 





a) 
O 

















‘ONVHEIAO 


‘JaUIVM-quInp v Jo 
suvaut fq sjuouniedap 19410 YUM poyauUOD sI 
pue ons yeor8ins oy) sutofpe ays Atddns pue } | 
SUIZITIINIS [eMUI? sY JT, “OOH aimuUa sty Adnd90 we | [ wl 
S}TUN SUISINU [BIISINS pUL AZLINS TvOIDUNS AH _T, 








Nl 


4 


‘squon 
-ed yUIISaTVAUOD IOF JDV.1I9} 
jool pue wintiejos e pue 
[ suioj}UT 10F siajrenb Surat] 
sopraoid 100] HLdld AH 


co 
ONLLYEREO LL 
| worn 


coup UU 
ca 190|4 WY A 





SNU 


Waais-ens 

4N-enwos 

oN BNwoS 

Wes ens 
* 





—H 





a 


‘ONiLVEIdO 
worn 


éfnva1o 





























azwoL 
Doc 


SazLavVNO SLNIGIS34 





WOIS VISIHISINY 








43101 
TTT 


1D) | 
” of] 





| Se | 


‘ONLLYERdO 
we = BONIW 


ONVHEIAO 























—— —< 
SwOLVAI13 








BOLUS FHRLS 











wntuevios 








JOO|4 Psluy 








Alddfis ® 
Onizmw34S 
BOvVNOLS FBBISNN WwLNn39 


JANUARY 1948, VOL. 22 

















oo a 






























EACHING FACILITIES AND DORMITORIES Of schools of 
| een should be separate units and should be 
separated from the hospital building. 

This plan has been designed to accommodate 64 
students and probably would be associated with a 
hospital for 150 beds or more. Most authorities con- 
sider it both economically and educationally unsound 
for a smaller hospital to assume primary responsibility 
for conducting a nursing education program. Such 
hospitals do not have a daily average number of 
patients sufficient to give every enrolled student ade- 
quate and well rounded experience in all essential 
clinical spheres, nor can they usually obtain and 
maintain a qualified instructional and supervisory 
staff. 

Recommendations and approval by the state ap- 
proving authority for nursing education should be 
secured before planning facilities for a school of nurs- 
ing and student residence. 

The plans provide for classrooms and laboratories 
to accommodate sections of 16 students each. The 
large lecture hall will hold the entire student body of 
64. Reference to the detailed classroom drawings will 
show how the plan can be modified readily for larger 
or smaller classes by increasing or decreasing the num- 
ber of students’ units. 

Whenever possible the educational facilities for 


82 


Arthur W. Wareham, delineator 


SCHOOL OF NURSING AND DORMITORY 
FOR 64 STUDENTS 


instruction in sciences available in educational insti- 
tutions (such as colleges and universities) in the com- 
munity should be used by the school of nursing. This 
includes well trained instructors and laboratory facil- 
ities and precludes the necessity of duplicating costly 
equipment and certain highly trained personnel. 

The office in the lobby of the dormitory building 
is located for control of both visitor and student traf- 
fic. A large living room is provided for general recre- 
ation, while adjacent reception rooms afford greater 
privacy. The men’s coat room and toilet are desirable 
features. 

The students’ quarters are shown with double 
rooms for economy, although single rooms are pre- 
ferred for the sake of morale, maintaining good 
standards of health and better conditions for study. 
An important distinction between housing for student 
nurses and that provided in the average college dorm- 
itory is that nurses’ hours for study, duty, sleeping and 
recreation vary widely. 

Each floor has facilities for personal laundry and 
a lounge and terrace. A small kitchen off the lounge 
is useful for nurses coming off duty at odd hours, 
especially at night. Supervision is provided from the 
house mother’s suite, with its separate entrance near 
the lobby, and from the two graduate nurses’ rooms 
on the second floor. 
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Equipment List 


LARGE LECTURE 
ROOM 


Instructor’s demonstration 
table 

Lecture room chairs 

Blackboards 

Chart racks 

X-ray view box 

Projection apparatus 

Light-proof shades 


Hospital bed and other 
demonstration equip- 
ment 


SMALL LECTURE 
ROOM 


Lecture room chairs 
Blackboards 
Chart racks 


Instructor’s desk 


LIBRARY 


Students’ reading tables 
Librarian’s desk 

Index files 

Book shelves 

Magazine racks 
Bulletin board 


OFFICES 


Desks 

Desk lamps 
Chairs 

File cabinets 


Physical Facilities Design Data for Schools of Nursing 


~~ REQUIREMENTS for a 
nurses’ training school as stated 
by the Divisions of Nurse Educa- 
tion and Hospital Facilities, U. S. 
Public Health Service, consist of: 


NURSES’ RESIDENCE 
1. Bedrooms of 150 square feet 
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of floor area to accommodate 
two student nurses. 


Common toilet and lavatory 


facilities in the ratio of one 
toilet and one shower to each 
six student nurses, and one 
lavatory for each 12 students. 


3. 


One domestic room contain- 
ing two ironing boards and 
two laundry trays to serve 
approximately go students. 


One small private lounge of 
150 square feet to serve ap- 
proximately go students. 


One small pantry of 80 square 
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feet equipped with one two- 
burner hot plate, sink and 
drainboard, ice box or cooler 
and cabinet space to serve 
approximately go students. 


6. One living room to serve all 
students, approximately 15 
square feet per student. 


One small office for nurses’ 
residence. 


~I 


8. One small men’s coat room 
with adjacent toilet room 
with lavatory and toilet. 


g. The following minimum fa- 
cilities are also required: 
Small lobby and waiting 
room, public telephone, small 
reception parlor, linen room 
and janitor’s closet on each 
floor, and trunk storage space. 


TEACHING FACILITIES 

1. Two small offices. 

2. One science laboratory room 
to accommodate one section 
of the maximum size enter- 
ing class. (A section is con- 
sidered to be a portion, usual- 
ly one-half, of the entering 
class.) It is not desirable to 
have this room larger than 
will accommodate 16 students 
as this is considered to be the 
maximum number which one 
instructor can properly teach. 


3. One dietetic laboratory room 
to accommodate same num- 
ber of students as science 
room. 


4. One nursing arts classroom to 
accommodate same number. 


5. One classroom to accommo- 
date slightly more than one 
section of the maximum size 
class. 


6. One library to accommodate 
one-third of the total student 
body. 

One large lecture hall to ac- 
commodate the total student 
body. This should be provid- 
ed with projection equipment 
as well as demonstration fa- 
cilities. 


~I 


8. Toilets, storage and janitor 

closet. 

The individual classroom details 
show the method of proportioning 
the facilities to the different size 
classes or sections. 
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Classrooms for 16 
Student Nurses 

































































Nursing Arts Classroom 


Note: 


Provide one bed for each two 


students in the section. The utility equip- 
ment will not change with size of section. 
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STUDENTS UNITS 
































Dietetics Laboratory 


Provide one compartment 
each four students in the section. Instruc- 
tor’s unit and cabinets will not change 
with size of section. 


Note: 
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. Autoclave (8x16 inches) 

. Blackboard 

. Bulletin board 

Clinical sink 

. Sink and drainboard 

Fume hood 

. Drain pegs 

Graduate rack 

. Sliding blackboard 

. Sink 

. Laboratory table (four students each) 

. Instructor’s table 

. Storage cabinet 

. Gas 

. Electricity 

. Wall outlet 

. Counter (with pull shelves, drawers 
and cabinets below) 

. Counters (with drawers and cabinets 
below) 

. Range (with oven) 

. Movable table 

. Wall cabinets 

. Refrigerator 

. Partition (four feet high) 

. Stool 

. Pull shelves 

. Portable utensil rack 

. Bed pan sterilizer 

. Utensil sterilizer 

. Shelf (with wood rod under) 

. Locked narcotics cabinet 

. Sanitary waste receptacle 

. Medical sink 

. Hot plate 

. Instrument sterilizer 

. Dressing carriage 

. Linen hamper 

. Overhead curtain rod 

. Chair 

. Bea 

. Bedside cabinet 

. Sink (with elbow control) 

. Waste receptacle 


. Door (three feet 10 inches) 
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cience Laboratory 


Note: Provide one laboratory table for 
each four students in the section. Other 


uipment will not “change with size of 


section. 
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For Better Use of 


FREE RADIO TIME 


Administrators First Should 
Understand Station Problems 


ANY HOSPITAL ADMINISTRATORS 
do not know that under the li- 
censing requirements of the Federal 
Communications Commission each 
radio station must devote a portion 
of its time to the public welfare 
and interest. What better public 
service can be rendered than pro- 
moting the interests of a local hos- 
pital? 
Hospitals can use the direct, per- 
sonal appeal of commercial radio 


* to improve public relations. It may 


not be the panacea that revives all 
moribund public relations _pro- 
grams, but when used along with 
other media it can be a vital asset. 
Administrators generally will find 
the station manager willing to dis- 
cuss free time and offer skilled ad- 
vice, yet it is unwise to toss the 
whole problem in his lap unless 
the hospital has something worth- 
while to offer. Managers are much 
too busy to conceive, construct and 
produce a program for which they 
cannot expect payment. So before 
seeking free time, administrators 
should know just how they are go- 
ing to use it. This not only calls for 
the planning of a long range public 
relations program but requires a 
real understanding and apprecia- 
tion of radio station problems. 
There are few fields where com- 
petition is as keen as it is in radio, 
particularly in areas where there is 
a wide range of selectivity for the 
listeners. Each station has only 
limited number of hours on the 
air, and every minute must be used 
to maximum advantage to attract 
and retain listeners. Thus, pro- 
grams must be arranged carefully 
lor many types of audiences. 
Certain times of the day are bet- 
ter suited for certain types of pro- 
grams, so the studio executive must 
pleas to reach specific audiences for 


Mr. Abrams was formerly with radio sta- 
‘ion WBAB, Atlantic City, N.J. 
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his advertisers. He is further har- 
ried by agencies which not only ask 
for free time but want it for the 
period which draws the most listen- 
ers, the four hours following the 
7 P.M. news broadcast. It is not sur- 
prising that the stations grant free 
time carefuily and critically analyze 
all material to be broadcast. 
Before an administrator even 
consults the radio station, his pub- 
lic relations program should be 
bluepriated at least a year ahead. 
Whether purely for good will or 


for a specific purpose, all available: 


media must be harmonized to pro- 
duce one dominant theme. 

Then the administrator should 
decide specifically the part radio is 
to play in this program. When he 
knows that, he is ready to talk to 
the station manager. 


Five Types 


The hospital will be able to 
choose from five general types of 
programs: 

1. The information type covers 
talks by individuals, formal inter- 
views and round table discussions. 
Selection of the speaker for all of 
these must be made from such qual- 
ified people as physicians, trustees 
and interested civic leaders. 

2. The dramatic type broadcast 
is widely used yet is ihe most dif- 
ficult to handle. It should not be 
prepared and used unless it is un- 
der the supervision of a qualified 
man. 

3. Special events broadcasts avec 
simple but effective. Sometimes 
broadcasts can: be made directly 
from the hospital by using te!e- 
phone lines, but the studio’s own 
facilities are generally sufficient. 

4. Station break and spot an- 


nouncements, 30 to 50 words in 
length, fill in occasional spots be- 
tween programs. Several hospitals 
have used this device with some 
success in nurse recruitment drives. 

5. Transcribed programs usually 
are prepared by a professional or- 
ganization for general use and are 
constructed to allow time before 
and after for local tie-in announce- 
ments. Dramatizations of the lives 
of medical heroines like Florence 
Nightingale or the history of the 
discovery of insulin and other im- 
portant drugs have been presented 
successfully. ‘Though they are of 
wide general interest, they can be 
tied in with a local project. The 
sponsor generally pays for the use 
of these recordings. 

Though it won't be asked to pay 
for time, there are some miscellan- 
cous expenses to the radio station 
which the hospital should ofier to 
pay. Costs vary depending on the 
station and its location. They may 
be for advance publicity, posters, 
recordings, talent and line charges 
for broadcasts originating away 
from the studio. Usually these costs 
will be incidental and results will 
be well worth the outlay. Obvious- 
ly, a station will be more inclined 
to assist if out-of-pocket charges are 
paid by the hospital. 

The administrator should re- 
member that actual program build- 
ing and production is a job fon 
professionals. No program at all is 
better than an amateurish one. 

Some hospitals have been able to 
get volunteer help from local com- 
mentators and advertising and 
dio experts. If the administrator. 
can organize these experts into a 
public relations council, he will not 
need to solicit this help. Such a 
council could be of great value in 
planning a hospital’s entire public 
relations program. 

It has worked the other way, too. 
The president of one Michigan 
radio station organized a_ radio 
council of representatives from lo- 
cal charitable institutions, includ- 
ing the hospital. He was thus able 
to coordinate all efforts, avoid dup- 
lication, assure quality programs 
and eliminate visits from many per- 
sons seeking free time. 

In return, all council members 
were able to understand better the 
problems of public relations in gen- 
eral and of radio in particular. 
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tditorials 


Before Congress 

THE CONGRESS THAT IS just now reassembling will 
have at least four matters before it that are of special 
interest to hospitals. These are: 

A REQUEST that the federal government policy on 
hospital construction be reviewed as a first step toward 
fitting future veterans’ hospitals into a national net- 
work of governmental and nongovernmental facilities 
(see page 41 this issue). 

A GRANT of exemption from excise taxes to volun- 
tary nonprofit hospitals (see separate editorial here- 
with). 

EXTENSION of federal social security coverage to in- 
clude persons on the payrolls of nonprofit employers, 
for old age benefits. 

ENACTMENT of the Taft National Health Service 
Bill, or a similar measure, aimed at authorizing fed- 
eral financial help to the states in. providing medical 
and hospital care for the low income patient. 

It is too much to expect, perhaps, that all these 
items will be disposed of, but favorable action on any 
two of them could be marked up as a considerable 
gain. 
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Compulsion Trouble 


SOME OF THE RECENT NEWS from San Francisco bol- 
sters a great truth that is often neglected—sometimes 
forgotten, sometimes disregarded. 

The San Francisco Health Service System is a pre- 
paid health insurance plan, covering medical and 
hospital care. It is compulsory for city employees, and 
until last November it had been served by more than 
a thousand doctors in the community. 

Last June the plan director sent a letter to all 
these doctors asking them to ease up a little on serv- 
ice, to cut down on hospitalization, lengthy examina- 
tions, laboratory tests and treatment of trifling ail- 
ments. 

Through their county medical society the doctors 
protested. They called the plan director’s request a 
move that would make second-class patients out of 
city employees. They threatened to withdraw from 
participation unless the request was recalled. 

Spokesmen for the plan pooh-poohed the doctors’ 
protest as an empty threat. They also called it an 
attempt by the medical society to wreck the plan 
because it is compulsory. But on November 10 the 
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society delivered 934 resignations. The departing phy- 
sicians announced that they would continue to serv 
city employees as individuals, but not through the 
plan. 

Many hot words were exchanged during this long 
debate, but the real issue was kept in sight. The 
real issue was whether any third party may tell a 
doctor how to treat his patients. And the San Fran. 
cisco incident is noteworthy because it is symptomatic. 

Whenever a compulsory health plan treasury is 
threatened, something has to be done. Either to raise 
the covering tax or to reduce benefits as a matte: 
of policy would be politically unpopular. So why not 
have the doctors simply prescribe fewer benefits? What 
the customer doesn’t know won’t hurt him. 

San Francisco’s physicians behaved about as all 
American physicians must. They merely declined to 
short-change their patients for political expediency. 
American physicians are the freest from political con- 
trol and Americans are the healthiest of peoples. 
That this is cause and effect, not coincidence, is the 
great neglected truth. 
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The Scare Technique 


Many YEARS AGo the lightning rod agent found 


.that he could dissolve sales resistance like magic with 


a simple device that fitted neatly under the buggy 
seat as he drove from farm to farm. 

This device was a miniature metal house, plus a 
dry cell battery. Inside the house was the effigy of 
a woman who could be made to stand life-like beside 
the kitchen stove. When “lightning” from the battery 
struck the house, however, this effigy was knocked 
flat, and the “‘farmer’s wife” looked very dead indeed 
as she lay sprawled on the floor. 

Would any loving husband want this to happen 
to his wife? Of course not. Properly shocked and 
frightened, the farmer could hardly fail to buy some 
lightning rods. Here was an early application of the 
scare technique of peddling goods and services. 

The November 23, 1947, issue of This Week maga- 
zine (circulation, 8,281,339) contained an article 
headed “Unknown Men in White.” It opened thus: 

“Suppose you are on your way to the operating 
room. In a few minutes your life will be in the 
hands of two people. One is your surgeon. The 
chances are he knows his business. The other is your 
anesthetist. Unluckily for you, most anesthetists today 
are not qualified for their jobs—” 

The author goes on to cite a few pertinent statistics, 
which apparently slipped his mind a little later. He 
did manage to record the fact that there are in the 
United States only 353 “certified anesthetists,” mean- 
ing members of the American Board of Anesthesi- 
ology; also that 19 states have fewer than five of 
these and 14 states have none. Eventually he con- 
cludes: “There is nothing that will help quite so 
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much as the patient, who, in preparing for an opera- 
tion, says, ‘Who’s my anesthetist?’—and insists on get- 
ting a good one.” 

Whom would it help if all prospective surgery pa- 
tients were to follow such instructions? Would it help 
the family physician who is urging a patient to go 
for some needed surgery? Would it help the surgeon 
to work with a patient who has just been told that 
no “certified anesthetist” is available? Would it help 
the patient? 

There is room to hope that the American Board 
of Anesthesiology did not itself plant this bit of off- 
shade propaganda. It is barely possible to imagine 
that some over-zealous member of the board was the 
source of inspiration. 

In either case, here is a modern application of the 
scare technique of peddling goods and services. Now- 
days it is frowned on by the higher type lightning 
rod salesmen. 
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Excise Tax Exemption 


A LETTER FROM the Council on Government Rela- 
tions to Representative Harold F. Knutson puts before 
Congress a request that nonprofit hospitals be exempt 
from excise taxes. Mr. Knutson is chairman of the 
Ways and Means Committee which is studying the 
federal tax structure with a view to overhauling it. 

The letter presents in considerable detail a case 
for exemption which should appeal to all members 
of Congress. This case is based on five propositions. 

1. When a hospital operates without profit, a tax 
on the supplies and equipment purchased is a hidden 
tax added to the patient’s bill. 

2. The present exemption of government-owned 
hospitals (city, county, state and federal) extends a 
discriminatory benefit to a minority of patients. 

g. A tax that raises the cost of care in voluntary 
nonprofit hospitals tends to increase the proportion 
of patients who must turn to government agencies 
for help. 

4. Nonprofit hospitals already are recognized as 
public service agencies in many ways: In exemption 
from federal income tax and various state taxes, in 
eligibility for federal funds under the Hill-Burton 
Act, in exemption from jurisdiction of the National 
Labor Relations Board. 

5. Since the federal government buys a great deal 
of nonprofit hospital service, an excise tax that must 
be added to the patient’s bill is in reality a tax levied 
by the government against itself. 

Although the logic in this request is strong, it will 
take more than logic to see the matter through. 
Democratic members of Congress are opposed to tax 
reductions of any kind. Republican members favor 
reduction, but they have individual income taxpayers 
first in mind. This is the kind of hazard that is hard 


to overcome. 
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However worthy the cause, a plea for tax exemp- 
tion is not something that can be dramatized on the 
floor of Congress. It is the kind of issue that takes 
shape and gathers momentum with the quiet con- 
version of individual congressmen, and this is a result 
of work in the home precincts. 
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A T. eapot Te empest 


OFFICERS OF ALL STATE hospital associations have 
been favored recently by a small barrage of unusual 
literature. In mid-November they received copies of a 
letter from the administrator of a hospital in the 
Northwest. A little later they received copies of a letter 
from Association headquarters. 

The administrator was bent on leading a rebellion 
against the government reimbursable cost formula. 
Now it is one of the blessings of a free country that 
anyone may make a stump speech, and there is not 
even a requirement that he know what he is talking 
about. In this case the inflammatory message showed 
no sign that the author knew his subject. 

First, he proposed that no formula of any kind be 
used, that each hospital collect its charges from gov- 
ernment agencies. This would simplify hospital oper- 
ation considerably, of course, and it has been thought 
of before now. It has in fact been weighed and 
rejected by most administrators because they know a 
red flag when they see one. They understand why a 
government agency must account for the way it spends 
taxpayers’ money. 

Second, the agitated letter writer seemed to think 
that the government reimbursable cost formula was 
invented by government agencies, accepted blindly 
by the Association, and then forced upon individual 
hospitals. 

The record is clear and complete. This formula, a 
revision of the old EMIC formula, was worked out 
by an Association committee. It was then discussed 
at length and approved by the Council on Govern- 
ment Relations, by the presidents and secretaries of 
state associations in special meeting, by the Coor- 
dinating Committee, by the Board of Trustees, and 
finally by the House of Delegates. 

The record shows, too, that all this study and 
debate led up to a recommendation only. It is a 
recommendation that government agencies pay hos- 
pitals their costs, and that in determining these costs 
the agencies and hospitals agree on a formula similar 
to the one in question. Any hospital or group of 
hospitals may use this formula, or a similar formula, 
or no formula at all. There is no compulsion from 
any source. 

When the facts are considered, there would also 
seem to be little to rebel against. The letter writer 
might have found these facts in the literature, or he 
might have got them simply by inquiring at head- 
quarters. 
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Soe 1 to STIMULATE 


HE OPPORTUNITY OF selecting the 
9 Neate board for their hos- 
pitals is something administrators 
dream about. The chance may nev- 
er come, yet a careful analysis of 
qualifications of the ideal govern- 
ing board can be fruitful. The anal- 
ysis will help develop very prac- 
tical ideas which may influence 
selections when changes are made 
and, more important yet, will estab- 
lish a clear conception of what con- 
stitutes a good trustee. Then the 
administrator will be able to guide 
better the activities of new mem- 
bers and stimulate real interest and 
participation in hospital affairs. 
The importance of careful trus- 
tee selection cannot be overesti- 
mated. Trusteeship is a job of pow- 
er and responsibility — power to 
bring a good or bad hospital to the 
community and responsibility, mor- 
al and often legal, for proper pa- 
tient care. To carry out adequately 
this mandate the trustee must be 
more than just a policy maker. A 
hospital needs men and women on 
its board who, when asked, will be 
willing and able to help solve some 
particular problem, problems to 
which their training and experience 
will lend definite aid. 


General Qualifications 

Of course the administrator must 
consider general qualifications, such 
as business success and integrity, 
before choosing his hypothetical 
board. 

These qualifications, though, and 
many that generally run along with 
them should not be the sole basis 
of selection. Wealth, for instance, 
is not essential. Though wealth is 
power and a great force in the ad- 
vancement of social service on a 
voluntary basis, the mere fact that 
a man is wealthy does not mean 


From an address given at the American 
Hospital Association convention in 
Louis, September 22-25, 1947. 
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Choosing an Ideal 


Governing Board 
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that his selection on the board will 
make the hospital a beneficiary of 
this wealth. Nor does it mean that 
he meets the other requirements. 

If the hospital renders outstand- 
ing service to the community there 
need be no fear for financial sup- 
port. There is really only one re- 
quirement of financial standing 
which may be important to an ad- 
ministrator selecting a _ trustee: 
Wouldn’t it be poor judgment to 
pick a man whose income is less 
than the salary the position of ad- 
ministrator justifies? It is pretty 
hard to get a trustee with a salary of 
$7,500 to vote a $10,000 salary for 
the administrator. Much of the 
heavy turnover in administrators 
today is due to penny pinching by 
trustees rather than to the inefh- 
ciency of these administrative heads. 

Social position is another unes- 
sential point. The law of averages 
brings into the trustee boards 
enough people with social connec- 
tions to make a search for that kind 
of influence unnecessary. 

A record of community service 
cannot be overlooked, but again it 
may be a mistake to look solely for 
that kind of man. They are often 
waterlogged with civic responsibili- 
ties and so fatigued with routine 
meetings and discussions that their 
value as trustees is dissipated. 
There is a great supply of untapped 
talent in the ranks of successful 
business and professional men, and 
they will produce amazing results 
for the administrator who can make 
the job of trustee so interesting and 
challenging that- it commands at- 
tention. ‘These previously inactive 
men will contribute fresh ideas and 
new angles. They'll have an enthu- 
siasm for the work that will pep up 


the old boys who have, by long as 
sociation with the hospital, settled 
into the groove of. passive interest. 

A retired business man, no mat- 
ter how successful he may have 
been, should be selected with cau- 
tion. It is difficult to hold the active 
and continued interest of such a 
man. He may have lots of time on 
his hands, but experience has 
shown that the most work and in- 
terest come from the really busy 
business man. The busy man will 
get things done, because he does 
not have the time to fiddle around. 

Hospital trustees should be drawn 
from this group of men. There are 
enough of them that the hospital 
ought to be able to pick and choose. 
The basis of this choice should be 
training and experience in the spe- 
cialized fields where the hospitals 
have interests, and the specializa- 
tion should be chosen so that there 
will always be someone on _ the 
board who can give expert advice 
and council, no matter what the 
problem. 


Specialties That Help 


A list of some of the activities of 
the hospital immediately will sug- 
gest persons with certain types of 
training and experience as the ones 
most likely to contribute to the efh- 
ciency of these operations. 

Legal: All hospitals have legal 
problems that demand trained 
analysis. The legal profession prob- 
ably has contributed more to the 
service of hospitals than any other 
outside field. Such a training de- 
velops the ability to analyze. This 
quality is handy to hospitals be- 
cause it often saves them from the 
bad results of too hasty action. Cau- 
tion is one of the traits of the legal- 
ly trained and is certainly a valu- 
able ingredient in the discussion ol 
action on many of the problems 
which confront hospitals today. 
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Construction and Maintenance: 
Every hospital offers a job here. 
The new building program, a mo- 
dernization program, alterations 
which seem advisable—expert help 
is needed on all of these. What 
could be better than to have some 
members of the board particularly 
qualified to give good sound ad- 
vice? A building contractor, an ar- 
chitect or a construction engineer 
would be good choice here. We 
have an architect and a contractor 
on our board, and all such prob- 
lems are first referred to them. 
Board decisions are made only af- 
ter receiving their recommenda- 
tions. It’s surprising what their 
knowledge plus an intimate asso- 
ciation with and interest in the hos- 
pital will produce to guide the 
board to an intelligent conclusion. 
At present, we have a problem with 
our water softening equipment. We 
referred it to these men, and judg- 
ing from their initial report, it 
looks like we will save $2,000 over 
the original estimate and still get 
the desired results. 
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Public Safety: Fire protection 
and prevention and the correction 
of hazards which may make the 
hospital responsible in case of in- 
jury to patient or public are im- 
portant board problems. A safety 
engineer or a well qualified general 
insurance man can be of great as- 
sistance, not only in the prevention 
of fires and accidents but in the 
selection of proper insurance. 

For years we had passed the in- 
spections by city authorities, so we 
went along feeling we were pretty 
safe. But a successful insurance man 
on our board showed us one day 
that we only were fooling ourselves. 
He had seen a magazine article 
dealing with fire hazards and im- 
mediately arranged for periodic in- 
spections of our hospital by a fire 
insurance expert. The report we 
received after the first inspection 
was quite an eye-opener! It showed 
up very obvious hazards which we 
had overlooked completely and 
which no inspection had brought 
to light. We hurriedly corrected 
these conditions, thankful to the 








board member that he had saved us 
from possible trouble. To me, as an 
administrator, this was a good ex- 
ample of how a trustee can con- 
tribute to the welfare of a hospital 
without meddling in its operations. 

Dietary Problems: A lot of money 
can be wasted on food without 
making the food service the real as- 
set it should be. A hotel man or the 
operator of a successful restaurant 
can be valuable here. So can the 
chief steward of a passenger steam- 
ship or a dining car service, the 
head of a wholesale grocery or the 
meat packer. The head of one of 
these business activities, if he is sufh- 
ciently interested, will bring in his 
experts to help. We have tried it, 
and it works! 

Professional Services: This is the 
toughest of all. It is not wise to have 
a staff doctor on the executive lay 
board. In the first place, it is hard 
to find the right man, and even 
then the dual capacity is likely to 
embarrass him. Should there be at 
hand that rare individual—a well 
qualified and respected doctor who 
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TRUSTEE BOARDS need members from many phases of community life who are qualified to cope with specialized hospital problems. 
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has retired from practice but is still 
actively interested in community 
health service, he is the man. We 
had such a man on our board for 
many years and he was most helpful 
to us in developing and maintain- 
ing staff-board relations and pro- 
moting better professional stand- 
ards. There surely should be some 
man on the board who appreciates 
the functions of the medical ‘staff 
and can take the lead in interpret- 
ing the viewpoints of staff doctors. 
Poor indeed is the hospital which 
does not have a well coordinated 
program backed up by both the 
professional and lay elements. 


Social Service: There is always one 
person better fitted than others to 
feel the pulse of the community 
and determine the health needs of its 
citizens. Sometimes it is a business 
man or woman particularly interest- 
ed in the needs of the poor. It may 
be a religious leader or the director 
of some other social service organi- 
zation. There is the need for such a 
person on the average board to 
moderate the predominate business 
and commercial viewpoint. 


Housekeeping: This is often just 
a job of cleaning up, but it can mean 
much more if administrators get a 
person who can develop a homey 
atmosphere in the hospital. This 
attracts patients and hastens their 
convalescence, and every hospital 
needs that touch. There is too much 
institution, too little home in the 
average hospital, and this is not 
conducive to good care. Hotel men, 
office building managers and others 
who have a cleaning problem can 
help on materials, methods, labor 
and supplies; but only a woman’s 
hand can guide these efforts towards 
a cheery atmosphere. This calls for 
either a woman on the board—a 
housewife or one interested in do- 
mestic problems—or close coopera- 
tion with the women’s board or 
auxiliary. 

Finances and Accounting: This 
demands the very best talent avail- 
able—if possible, a banker. A bank- 
er is experienced in reading finan- 
cial statements and knows how to 
interpret them to other members of 
the board. He can quickly spot the 
weak points and help plug the holes. 


If there is no banker, then a 
C.P.A. or someone with similar ex- 
perience is a good alternative. Men 
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with accounting training can be of 
great assistance in establishing 
proper accounting systems, statis- 
tical records and other guides to 
good management. There is a need 
for trained minds to dig out infor- 
mation needed to determine finan- 
cial policies. 

Education: A well rounded edu- 
cational program is one of the hos- 
pital’s obligations to the commun- 
ity. Fortunately our medical staff 
supports this idea and supplies most 
of the faculty for schools of nursing 
and intern and resident training. 
Someone, though, is needed on the 
board to link it to educational ac- 
tivities. An educator is the ideal 
choice, especially if the hospital is 
not connected with a _ medical 
school. If such a man is not avail- 
able, then a wise choice is someone 
with a good educational back- 
ground interested in the education- 
al problems of the community. 

Public Relations: This is often a 
stumbling block. Though not one 
of those tangible problems which 
demand day-by-day attention, it 
demands skilled handling. A good 
newspaper man, the head of an ad- 
vertising agency or a public rela- 
tions expert could all do the job. 
It is mainly one of pointing out 
courses of action that will bring 
prestige and public acceptance to 
the hospital. 

Laundry Operations: Not every 
hospital operates a laundry, but 
even the small ones-have their laun- 
dry and linen problems. ‘The opera- 
tor of a good laundry can be a great 
help. Most hospitals probably have 
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sought the aid of some man in this 
business. If he is otherwise quali- 
fied, it might be a good idea to get 
him on the board. 

Sometimes men whose business 
activities are completely foreign to 
any phase of hospital work will 
have traits which recommend them 
strongly. A man whose business was 
mining lime rock for road construc- 
tion served on our board for 20 
years. Certainly there is no connec- 
tion with hospitals here, but he had 
an unusually keen mind and a per- 
sonality that made him leader of 
any group. Though not inclined 
towards civic work, he maintained 
an interest in our hospital over a 
long period of years. His knack of 
bringing any discussion to a head 
and proposing practical solutions 
was invaluable to our board. 

Such men are hard to find, and 
there is no set formula to use in 
finding them. It can be done only if 
the administrator has a wide asso- 
ciation with business, professional 
and social organizations in the com- 
munity. He always should be on 
the lookout for likely prospects. 


Gradual Process 


When he finds them, the admin- 
istrator must be able to interest 
them. It is a gradual process. First 
he must interest them sufficiently to 
serve, then when they are on the 
board, keep that interest growing. 
If the hospital is new it may take a 
little selling to organize the origi- 
nal board, but if the board is estab- 
lished, there will be a waiting list of 
qualified men to fill vacancies. ‘That 
may seem surprising, but I have seen 
numerous instances of well quali- 
fied men expressing a desire to 
serve. There must be something 
about a hospital trusteeship which 
commands the active interest of our 
best citizens. 


These men of established leader- 
ship, though accustomed to giving 
orders in their own business, will 
step down into the ranks and co- 
ordinate their job with that of the 
others providing that job is made 
sufficiently interesting. ‘That is the 
administrator’s duty. When he has 
banded together a wide variety ol 
business and professional interests 
he is a long step ahead in giving 
the deliberations of the hoard vigor 
and vitality. 
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And fortified dextrose is always 
better than dextrose alone. Because, 
more and more, investigators recognize 
that intravenous dextrose alone often 
fails to pull debilitated patients “over 
the hump” to recovery. Sebrell,* for 
instance, sums up the reasons thus: 


“By giving glucose, you push up the 
metabolism and the utilization of those 
vitamins which are necessary, without 
replacing them. As a result, the sus- 
picion is growing that much of the 
disability and possibly part of the 
mortality following surgical operations 
is due to this effect on a patient with 
a low vitamin reserve at the time of 
operation.” 

To bridge the gap, Cutter Vitadex-B 
provides, in addition to dextrose, four 
major B components — the vitamins 
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You get dextrose fortified with vitamins in 








CUTTER VITADEX- 


necessary for effective metabolism of 
caloric intake. _ 


Vitadex-B contains not only the three 
respiratory vitamins — nicotinamide, 
thiamine and riboflavin—but also pyri- 
doxine. This last component helps to 
correct extreme fatigue and muscular 
weakness. Also important — patients 
receive dextrose and vitamins simul- 
taneously, in one combined infusion. 
Physician and the hospital staff are 
involved in only one procedure. 


Cutter Vitadex-B—in Saftiflasks — 
always better than dextrose alone. 





*Sebrell, W. H., Jr., et al: J. Pediat. 22:494-507, 
April, 1943. 
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Another practical combination: Alcohol in 
Vitadex-B for prolonged analgesia in place of 
morphine. 
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‘The Bacon Library 


Pioneer of Psychiatric Patient Care 


THOMAS KIRKBRIDE 


Dr. KiRKBRIDE AND His MENTAL HospIrAt. 
Earl D. Bond, M.D. Philadelphia, Lip- 
pincott, 1947. 163p. $3.50 


HIS BOOK is a refreshing review 
Tas the life of one who gave un- 
selfishly to the care and comforts of 
those less fortunate. ‘Thomas Story 
Kirkbride was truly a great man 
with character and principles that 
are ritualistic in devotion to the 
mentally ill. He might be called the 
Hippocratian psychiatrist of mod- 
ern times (19th century). Dr. Kirk- 
bride lived at the beginning of the 
Renaissance in medical history; one 
of the first and very few to recog- 
nize the importance of various as- 
pects of hospitalization. 

The setting in historic Philadel- 
phia added much color to the edu- 
cational developments of the time. 
He had associated with physicians 
who attended the sick at Valley 
Forge, and his intimate personal 
contacts through the Civil War 
were of extreme value to him in the 
development of special hospitals 
for the mentally sick. 

His first interest was surgery. He 
knew little about psychiatry and 
hospital administration, but pos- 
sessed great foresight in understand- 
ing the possibilities and needs at 
that time. 

When the Pennsylvania Hospital 
was finally completed in January, 
1841, after four and a half years of 
construction, Dr. Kirkbride already 
had worked out a system of classi- 
fication and occupation for the 
insane which has never been sur- 
passed. He was devoted to his pa- 
tients and spent most of his waking 
hours with them. His personal con- 
tact gave him an intimate knowl- 
edge of the responsibilities entailed 
in good hospital management. If 
we could practice today the prin- 


92 


ciples laid down by Dr. Kirkbride 
almost a hundred years ago, our 
mental hospitals would not be an 
open target for ridicule and shame- 
ful publicity. 

He showed that it was economic, 
humane and expedient to provide 
adequately for the mentally ill; that 
the best hospital was the cheapest 
in the end; that overcrowding was 
an evil of great magnitude; that 


‘with early treatment mental dis- 


ease was as curable as most other 
serious diseases; that the insane 
should never be kept in jails or 
penal institutions; that adequate 
personnel should be available to 
eliminate unnecessary restraint; 
and most important of all, that in- 
sanity is a disease to which no one 
is immune. 

Dr. Bond has written a histori- 
cally colorful book against a back- 
drop of the manners and medical 
practices in Philadelphia during 
one of our most interesting transi- 
tion periods in American history. 
The reader can live vicariously in 
the Quaker background which in- 
fluenced the Kirkbrides, who pre- 
ceeded William Penn in the set- 
tlement of this rich community. 
One also can sense the influences 
of such great Americans of the day 
as Jefferson, Madison and Lincoln, 
as well-as the great educators and 
physicians—Rush, Tuke, Dix, Bar- 
ton, Randolph, Coates, Gerhard, 
Bond, Otto, Meigs and many oth- 
ers. 

In many respects our trend today 
is backward. We need the forti- 
tude and spirit of a Kirkbride in 
the management of every mental 
hospital in this country — J. FRe- 
MONT BaTEMAN, M.D.,  superin- 
tendent, Columbus (Ohio) State 
Hospital. 


Maintenance Problems 


INSTITUTIONAL EMPLOYEE MAINTENANCE. 
John C. Crowley. Chicago, Public Ad- 
ministration Service. 1947. 14p. $1.00 
This manual should prove in- 

teresting and helpful to hospital 

administrators particularly con- 
cerned with employee maintenance 
and subsistance problems. 


The author has a dual purpose: 
(1) to develop a set of concepts basic 
to the understanding of a mainte- 
nance system and a working ap- 
proach to maintenance evaluation; 
and (2) to guide the devising and 
practical administration of a sys- 
tem of employee maintenance, with 
particular reference to public hos- 
pitals and penal and correctional 
institutions. 


This manual is timely because 
so many hospitals are changing 
from a salary plus maintenance to 
a straight cash basis and are partic- 
ularly concerned with the problems 
of evaluating the items of mainte- 
nance and subsistance in relation 
to salary. This is so a salary scale 
may be set which will attract and 
retain competent personnel. The 
discussion of the development and 
administration of a maintenance 
policy and the measurement cf 
maintenance items is well worth 


reading.—A. S. 
Blue Cross Study 


BLUE Cross AND MEDICAL SERVICE PLANS. 
Louis S$. Reed. Washington, United 
States Public Health Service, 1947. 323p. 
The most comprehensive collec- 

tion of data on Blue Cross hospital 

service and medical-surgical plans 
ever collected in one volume has 
just been published by the United 

States Public Health Service. This 

report by Dr. Reed, health econo- 

mist for the service, is the result of 
his three years’ study of the plans 
in cooperation with the Blue Cross 

Commission of the American Hos- 

pital Association and the individu- 

al plans. 


Broad in scope, it traces the de- 
velopment of plans from the earli- 
est types of prepaid health care 
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programs to today’s 29 million 
Blue Cross members and presents 
a thorough discussion of the histor- 
ical and contemporary problems of 
the plan. Its 323 pages contain a 
wealth of statistical information, a 
considered and objective apprais- 
al of the nonprofit community 
health care movement and a defi- 
nite contribution to the available 
material on prepayment programs. 

The study covers virtually all 
phases of the Blue Cross move- 
ment—history, growth of member- 
ship, rates and benefits, legal status 
of plans, contractual relationships 
with hospitals, enrollment regula- 
tions and problems, financial posi- 
tion, utilization experience, form 
of organization as community serv- 
ice enterprises, national coordina- 
tion and others. It presents a paral- 
lel discussion of the medical-sur- 
gical plan development. 

Though some of the factual ma- 
terial must inevitably be out of 
date even before publication, the 
volume will serve as a valuable 
source book for students of volun- 
tary prepayment in the Western 
Hemisphere. The author makes 
some specific criticisms of the Blue 
Cross program as it stands today, 
but his evaluation of the contribu- 
tions made by the whole movement 
to the improvement of health care 
is, in general, highly favorable.— 
RICHARD M. JONES. 


Latest Figures 


Facts Aspout Nursinc, 1947. New York, 
The Nursing Information Bureau of the 
American Nurses’ Association, cooperat- 
ing with the National League of Nursing 
Education and the National Organiza- 
tion for Public Health Nursing, 1947. 


74P- $.35- 

As its title indicates, this annual 
publication contains facts and fig- 
ures about the nursing field, com- 
piled for use by those who plan 
and those who interpret nursing 
services. 

The information is presented in 
tabular form, and there is a de- 
tailed index as well as a table of 
contents listing breakdowns within 
the larger headings of nursing 
in the United States nursing 
education, opportunities in nurs- 
ing, counseling and placement of 
professional nurses, employment 
conditions, auxiliary nursing serv- 
ice and a concluding section on 
nursing in other countries. 
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A list of principal sources for 
the information documents the 
data used. Assistance was given by 
various national associations, in- 
cluding the American Hospital 
Association, and by several govern- 
ment agencies. To offer a basis of 
comparison, figures are cited in 
many instances for previous years 
as well as for 1947. 

It gives such information as the 
per cent of nurses’ training schools 
by geographical location, charging 
tuition, amount of federal funds 
appropriated and spent for nursing 
education, type of maintenance 
provided by hospitals in varying 
degrees and total number of paid 
hospital auxiliary workers by states. 
This tabulation should be in every 
hospital. 


Today’s Nurse 
NursING IN ‘MoperN Society. Mary Ella 

Chayer, R.N., M.A. New York, Putnam, 

1947. 288 p. $4. 

In this introductory volume of a 
new series, “Modern Nursing”, 
which will be devoted to discus- 
sions of major fields of nursing, the 
author presents a full picture of 
nursing “as one important aspect 
of our social structure that exerts 
a social force at the same time that 
it is being acted upon by social 
forces.” In order to prepare nurses 
to meet the expanding health 
needs of all age groups in modern 
society, a revitalized program of 
nursing education is recommend- 
ed. 

The author presents challenging 
suggestions for the preparation of 
nurses. One of the recommenda- 
tions concerns health education, an 
important function and responsi- 
bility of professional nurses and 
the kind of preparation required 
for this activity. Other more con- 
troversial suggestions for revision 
of nursing education § curricula 
merit thoughtful consideration. 

Among these proposals is a plan 
of preparation for first level posi- 
tions in nursing. The author, in 
referring to the beginning curricu- 
la of professional nurses and of 
supplementary workers covering 
the first nine months or a year, 
raises this question, “Is it possible 
to define a common base for both 
groups of beginners?” 

To make such a program effec- 
tive, she suggests “that the same 


standards of selection of one-year 
students be applied as are now ap- 
plied in the selection of three-year 
students,” and “that opportunity 
be provided for those who have 
successfully pursued the shorter 
course of instruction and have 
shown aptitudes for nursing to go 
on a higher level of preparation 
without loss of time—that academic 
credit should be given to persons 
who have completed one level of 
preparation that can be applied to 
the next level.” 

She strongly advises “that all 
new schools for the preparation ol 
first level positions in nursing be 
administered under educational 
auspices of schools of at least jun- 
ior college grade and preferably of 
senior college grade, in order to 
facilitate the transfer of the hos- 
pital schools, as soon as possible, 
to institutions of higher educa- 
tion.” 

This contribution to nursing lit- 
erature is informative and up to 
date. It is presented at a time when 
the nursing profession is charting 
its future course. 

To all those concerned with 
problems relating to health needs, 
not only in America but through- 
out the world, “Nursing in a Mod- 
ern Society” will give a clear con- 
cept of the professional nurse’s po- 
tential contribution toward the 
solution of these problems.—M. C. 


Laws of France 
HospiTaAL LEGISLATION, 1941-1946, Paris, 

Berger-Levrault, 1946. 172p. 

All laws, ordnances, decrees, or- 
ders and circulars now in force, 
promulgated in France between 
December 21, 1941 and April 30, 
1946 and governing the establish- 
ment and administration of all 
types of institutions, public hospi- 
tals and homes for the care of the 
sick, infirm and insane, are tabu- 
lated in this study. Though the 
title suggests legislation for the 
year 1946, the last document in- 
cluded, which deals with daily 
rates and financial difficulties ex- 
perienced by public hospitals, is 
dated October 26, 1945. 

The decree of April 17, 1943, di- 
vides hospital facilities into three 
categories: Hospitals, hospital cen- 
ters and regional hospital centers. 

The order dated October 13, 
1943, establishes the steps necessary 
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Weapon in the fight against tubereulosis 
--- KODAK PHOTOFLURE FILM 


the medical profession 


\" nation after nation takes up the all-out fight against tuberculosis Major Kodak products for 


. .» Kodak Photoflure Film becomes of greater and greater impor- 
tance as a diagnostic weapon. A special film, in rolls, it records photo- 


graphically chest images revealed by x-radiation on a fluoroscopic graphic film and paper; cameras— 
still and motion picture; projectors— 


X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; cardio- 


screen—quickly .. . efficiently . . . economically. — 

The competence, dependability, and precision of Kodak Photoflure ee ee 
Film are essential characteristics, as well, of all Kodak products for _ cludinginfrared); photographic papers; 
radiography and photography. For Kodak research and manufacture photographic processing chemicals; 
have as basic requirements the development and provision of better _Recordak products. 


synthetic organic chemicals; 


products to meet every recording situation. . . . Eastman Kodak Com- 


“KODAK” ISA 


pany, Medical Division, Rochester 4, N. Y. TRADE MARK 


Serving medical progress through Photography and Radiography 
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for the creation, remodeling or 
closing of a hospital or home. 

Other circulars deal with de- 
tailed regulations concerning tech- 
nical and administrative person- 
nel, its selection and methods and 
extent of remuneration. 

On page 74 there is a model con- 
tract between the hospital admin- 
istrative commission and a reli- 
gious order caring for the sick. 

Set forth with full text and ex- 
planations are regulations cover- 
ing the following aspects of hospi- 
tal administration: 

Hospital reimbursement, daily 
rate determination, daily charge to 





patients, ‘and payment to hospitals 
—doctors’, surgeons’ and specialists’ 
fees. 

Others are the method of pay- 
ment to outpatient departments, 
hospital bed distribution in various 
cities, hospital bed distribution by 
disease and by type of patient, 
lighting and heating regulations, 
prohibition of direct fee dealing 
between patient and _ physician, 
private clinics in hospitals and sal- 
aries of administrative personnel 
in hospitals, homes and asylums. 

A chronological table and an ex- 
cellent analytical table of contents 
are part of the text.—R.T. 


Reference Cjuide 





CENTRAL SUPPLY 


HE PROBLEM OF establishing a 
f teeta supply service arises at 
least once in the administrator’s 
professional career. Of all the let- 
ters coming into the Bacon Li- 
brary, the information most con- 
sistently requested concerns the 
advantages of and the organiza- 
tion for a central supply service. 
Seven of our most helpful articles 
have been chosen and briefly not- 
ed. 


“CENTRAL SuPPLY SERVICE.” Joseph C. 
Doane, M.D. Modern Hospital, 53:73-74, 
November 1939. 


» Ease of supervision is a major 
advantage to the centralization of 
supplies in any hospital, regardless 
of its size. Proper sterilization and 
standardization of techniques are 
carried out more practically with 
a central control. 

Doctor Doane lists the types of 
supplies that should be issued and 
describes the physical set-up of the 
central supply department. 


“ECONOMY IS A MAJOR ADVANTAGE OF A 
CENTRAL SupPLy SERVICE.” Sister M. An- 
nunciata. Modern Hospital, 67:78-80, Oc- 
tober 1946. 


» This article includes a plan of 
the central supply department and 
describes the equipment installed. 
An analysis of a typical day’s work 
illustrates the functions of the 
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service; its administration is out- 
lined with the number of person- 
nel needed to staff the department. 
A major advantage other than that 
of economy is the assurance of ade- 
quate supplies at all times. 


“SUPPLIES FLOW SMOOTHLY WITH A CEN- 
TRAL SERVICE.” Wilber L. Krell. Modern 


Hospital, 65:57-59, August 1945. 


» Administrators inaugurating a 
central supply service will be in- 
terested in the description of the 
exact methods used in requisition- 
ing and procuring supplies from 
the central service; all the steps 
are covered with sufficient expla- 
nation. The complete rules and 
procedures for the department at 
the Mills Memorial Hospital, San 
Mateo, Calif., are reprinted in the 
article in fine type. 


“ORGANIZATION AND MANAGEMENT OF A 

CENTRAL SuppLy Service.” Gertrude C. 
Hirt. Hospital Management, 47:37-38, May 
1939- 
» The initiation of a central sup- 
ply service is discussed with the 
suggestion that an inventory be 
taken of all existing equipment on 
the floors as the first step. 

This inventory would take from 
six weeks to six months depending 
on the size of the hospital. This 
article also contains a study of the 
administration of the department- 





personnel with allocation of du- 
ties. 


“CENTRAL STERILE SUPPLY Has COME TO 

Sray—aT Hamot Hospitau.” Donald M. 
Rosenberger. Modern Hospital, 62:53-55, 
May 1944. 
» Excellent illustrations as well as 
a line drawing of the layout of the 
central supply room at Hamot 
Hospital increase the usefulness of 
this article. Before the department 
was set up, surveys were made of 
existing departments in twelve hos- 
pitals in five cities, and the super- 
vision selected to be in_ charge of 
the service worked for two weeks 
in the central supply room of a 
hospital in Philadelphia. 

Four conclusions drawn from 
the studies are outlined, as well as 
the results obtained after six 
months of the operation of the 
central supply service. 


“THOUGHTS ON CENTRAL SUPPLY.” James 
W. Stephan. Hospital Administrators Cor- 
respondence Club, July 1946. 


» Mr. Stephan, formerly adminis- 
trator of the Aultman Hospital in 
Canton, Ohio, sent as his contri- 
bution to the Hospital Adminis- 
trators Correspondence Club a de- 
tailed report of the operation of 
the central supply service at that 
hospital. 

The introductory paragraphs 
conclude with a statement of the 
eight advantages accruing from the 
use of central service. The remain- 
der of the report lists all of the 
sterile equipment and supplies in 
circulation together with the quan- 
tities for each item. 


“NOTES ON THE PLANNING AND ORGANI- 
ZATION OF THE CENTRAL SUPPLY DEPART- 
MENT.” Surgical Supervisor. September 


1944. 


» The physical set up of the central 
supply service is emphasized in 
this 14-page booklet. Layouts of 
the room with a floor chart of 
traffic illustrate the most efficient 
placement of work spaces and 
equipment. 

The article discusses difficultics 
encountered in fitting such a de- 
partment into a hospital already 
crowded for room. Suggestions for 
its installation are made according 
to its location in the hospital. 
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Dietetics Administration 





Three Hospitals Ti ry Experiment in 


SHARING DIETITIAN 


N SOLVING MANY war-born prob- 

lems, hospital administrators of- 
ten came up with ideas that even- 
tually became permanent pro- 
grams. So it was at Oaklawn Hos- 
pital, a 20-bed hospital at Marshall, 
Mich. By cooperating with two 
other hospitals in the area it now 
has a dietetics consultant at a frac- 
tion of what it otherwise might 
cost. 

Oaklawn Hospital, like many 
another during the war, was faced 
with personnel shortages. And like 
many another it had to recall 
women who had retired from diete- 
tic, nursing and allied professions. 
One of the town’s 5,000 residents, 
Mrs. Betty Case, a busy wife and 
mother, is a graduate dietitian. 
Oaklawn’s administrator asked her 
to spend one day each week at the 
hospital. Her duties at first were 
mainly menu planning and special 
diet preparation. 


Three Phases 


From that meager beginning, a 
dietary consultant program that ef- 
ficiently serves three small hospitals 
in the area finally was evolved. 
Now she advises these hospitals in 
three phases of dietetics adminis- 
tration: Administration, therapeu- 
tics and education. 

The others served are the 45- 
bed Sheldon Memorial Hospital at 
Albion (10 miles east of Marshall, 
population 8,345) and the 35-bed 
Pennock Hospital at Hastings (35 
miles north, population 5,175). 

Although the American College 
of Surgeons reports that the aver- 
age general ratio of dietitians to 
patients is approximately 1:100, by 
combining forces, these three small 
hospitals of less than 50 beds each 
have the services of a dietetics con- 
sultant. Otherwise perhaps none 
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JAMES W. MARINE 


ADMINISTRATIVE INTERN 
JAMES W. SHELDON MEMORIAL HOSPITAL 
ALBION, MICHIGAN 


would have been furnished with 
this service. 

The administrators of the three 
hospitals agreed that the press of 
other duties previously had _pre- 
vented them from adequately di- 
recting the food purchasing, menu 
planning and dietary personnel 
management. These are important 
matters in a department that regu- 
larly requires 25 to 33 per cent of 
the total hospital budget. The plan 
has been in operation for over a 
year and continues to merit the 
enthusiasm of all three administra- 
tors. They have come to realize the 
importance of including the dieti- 
tian as an integral part of the team 
combined to offer the highest type 
of patient care. 

The consultant apportions her 
time between the three hospitals 
this way: Monday and Wednesday 
mornings and Friday afternoons 
she is at Albion. On the other half 
of those days she is at Marshall. 
Because of the mileage involved she 
makes full-day stops at Hastings on 
Tuesdays and Thursdays. 

For the part time service, the 
cost to each hospital is small. Oak- 
lawn Hospital, with the fewest beds, 
pays $65, per month. The other two 
pay $75 per month each plus seven 
cents per mile for the dietitian’s 
automobile expenses to and from 
her home in Marshall. 

Education: The primary educa- 
tional duty is to teach patients on 
special diets a correct dietary re- 
gime as ordered by their physici- 
ans. Written diet instructions are 
provided when the patient is dis- 
charged. 

Of increasing importance is the 





place of the dietitian in the out- 
patient nutrition clinic. Two of 
the hospitals maintain such clinics 
and the third offers the same serv- 
ice on a private consultant basis. 
These clinics are scheduled as the 
need arises or are conducted on an 
individual basis. Local physicians, 
formerly without expert dietary ad- 
vice, now have only to make an ap- 
pointment with the hospital for 
their patients to be seen by the die- 
titian. They are thus relieved of 
time-consuming yet essential menu 
planning for certain diabetic, neph- 
ritic and cardiac patients. 

Therapeutics: As a therapeutic 
dietitian her duties include general 
diet planning (for both patients 
and staff) for all three hospitals 
weekly in advance. Realizing the 
public relations value of good food 
service, patients are visited weekly 
to determine their food preferences 
and criticisms. Notations are made 
on the patient’s card which is 
maintained in the kitchen. 

Supervision of special diet prep- 
aration, originally outlined after 
consultation with the various medi- 
cal staffs, has been especially valu- 
able. Through such a program of 
consultation much has been done 
toward standardization of special 
diets. 


Standardization 

In this area there is a large inter- 
change of patients with the Uni- 
versity of Michigan Hospital at 
Ann Arbor. The local dietitian 
visits the University Hospital peri- 
odically, and with the use of its 
diet manual in the three local hos- 
pitals, physicians have been better 
able to standardize their diet ther- 
apy. 

Administration: The many duties 
of the small hospital administrator 
often includes rather active super- 
vision of the dietary program. Un- 
der the described arrangement the 
administrator is relieved of many 
of these duties for the greater por- 
tion of the dietetics consultant’s 
time is taken up with administra- 
tive problems. 
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Her familiarity with personnel 
requirements in the food prepara- 
tion department often has resulted 
in a more efficient working sched- 
ule for dietary employees. In ad- 
dition to menu planning she as- 
sembles a planning schedule for 
the cooks to follow in the prepara- 
tion of their next day’s work. The 
consultant has been able to do 
time and motion studies. These 
have resulted in rearrangement of 
equipment and supplies in all 
three hospitals. 

Purchasing of food supplies has 
been another way in which the di- 
etitian has been able to assist the 
administrator. Previously the ad- 


ministrator’s other duties often pre- 
cluded his doing an adequate job 
of food purchasing; often he had 
to buy in small, uneconomical 
quantities. 

The dietitian in this program 
made several cost studies in the 
hospitals. In one, for example, 
through a change in policy in the 
purchase of ice cream, the annual 
savings effected permitted the pur- 
chase of a frozen food cabinet. By 
the use of this unit further econo- 
mies were realized because the hos- 
pital was then able to purchase 
larger quantities of meats, vege- 
tables and fruits at opportune 
times. 
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Standardization of menus among 
the hospitals paved the way fo: 
larger quantity purchasing. At 
present, practically all perishabk 
items are obtained from a single 
source convenient to all three hos 
pitals. The program has even aid 
ed the food and equipment sales 
men who now, by appointment, 
are able to see the one buyer fo 
all the hospitals. 


As a result of these and othe: 
steps, meal costs have been brought 
down to a point where they com 
pare favorably or are more reason- 
able than in other hospitals of a 
comparable size. ‘The average total 
cost per meal in September, fo: 
example, ranged from 48 cents in 
one hospital to 63 cents in the oth- 
ers. The variations in costs were 
due primarily to the difference in 
labor costs among the three hos- 
pitals. 


This plan will assure any admin- 
istrator that the hospital’s money 
for food is economically spent. 


Adequate Records 


The dietitian also makes recom- 
mendations to the administrators 
as to the dietary department equip- 
ment needs. To her falls the re- 
sponsibility of keeping adequate 
records to the end that highest 
food standards are maintained 
within the designated food budget. 


It is conceivable that under the 
guidance of an organization such 
as the American Dietetic Associa- 
tion, similar programs might be 
made available to recent graduates 
who have completed their dietetic 
internships in the larger teaching 
hospitals. The dietary problems 
encountered in the small hospitals 
vary considerably from those of the 
large urban institutions in which 
they have been trained. Such a 
training program would offer a 
distinct challenge to the newly 
graduated dietitian. In few other 
situations could she obtain such a 
view of the dietary department. 


Furthermore, if an adequate 
number of these programs could be 
placed in operation it might prove 
feasible to send dietary interns out 
to these supervised rural hospitals 
for a short period of their intern- 
ships. Such training could be an 
extremely important phase of the 
hospital dietitian’s experience. 
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Budget Tips from Food Conservation Reports 


THE RESPONSE BY HOSPITALS to 
the President’s food conservation 
program has been enthusiastic, as 
letters to the American Hospital 
Association have shown. Although 
the emergency phase of the pro- 
gram is ended, the government con- 
tinues with increasing emphasis on 
a long-range program of food sav- 
ing. 

Edgar C. Hayhow, Ph.D., admin- 
istrator, East Orange (N.J.) Mem- 
orial Hospital, writes that adopt- 
ing this program of food conserva- 
tion not only would save wheat, 
meat and the peace, but also a lot 
of extra dollars in the interest of 
sound economy. 

Hospitals have good reason to 
practice food savings. To squeeze 
high food costs into the limits of 
planned budgets takes careful buy- 
ing, better portion control and 
cooking according to needs to 
avoid leftovers. 

Present high food costs have re- 
quired many dietitians to initiate 
food conservation methods of their 
own. Education in the importance 
of conserving was vividly brought 
to the attention of dining room 
personnel in one hospital by dis- 
playing a basket of bread — the 
amount left at the previous meal. 

Serving half slices of bread and 
half pats of butter has greatly re- 
duced the previous waste of these 
foods in some hospitals. 

Customers at the cafeteria count- 
er in one hospital are now being 
asked if they wish any food omitted 
which ordinarily would be served 
on the plate and if they wish a 
smaller than regular serving. 

One hospital reports that after 
the dietitian took the trouble to 
explain carefully to the employees 
the necessity of food saving and 
what they could do, they carried 
out the program with enthusiasm. 

In one hospital in which em- 
ployees pay for their meals the die- 
titian plans the meals for the cafe- 
terias in such a way that the em- 
ployees are able to keep within 
their food budgets. She gives a 
great deal of attention to planning 
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attractive and nutritious meals 
which are satisfactory and popu- 
lar. 

The reaction has been most fa- 
vorable because the employees real- 
ize the dietitian is trying to keep 
paid meals at a price they can af- 
ford. For many of the luncheon 
dishes she used suggestions from 
the pamphlet on meat extenders 
and meat alternates sent out by the 
American Hospital Association. 
This pamphlet was sent to all As- 
sociation institutional members. 
Non-members will be sent copies 
on request. 

In applying these tips for food 
conservation, usually there is a 
right way and a wrong way. Take 
the tip on conserving fats: Quite 
likely there are many chefs who do 
not know a correct method for ren- 
dering excess meat fats. 

To conserve food dollars, admin- 
istrators and dietitians might have 
their cooks try out this plan to re- 
duce the use of purchased fats. It 
is simply a means for getting the 
best yield when rendering fats — a 
method outlined in the Veterans 
Administration manual, ‘“Instruc- 
tion and Guide for Meat Utiliza- 
tion and Fat Conservation.” The 
manual was published in Septem- 
ber. 

Preparation: 1. All fats should be 
trimmed of membranes, bones, car- 
tilage, meat, blood and dirt. It is 
advisable to separate each kind of 
fat for rendering. Beef and lamb 
fat may be mixed using 75, per cent 
beef and 25, per cent lamb. 

2. Fats are then cut in strips and 
ground through a coarse grinder. 
Fats prepared in this way will ren- 
der more rapidly and completely. 

Method: 1. The formula calls for 
20 to 25 pounds of ground fats and 
one quart of water. 

2. Fat is packed loosely in a 
steam-jacketed kettle and water 
added. This is brought to the boil- 
ing point and cooked slowly for 
approximately one and one-half 
hours. As the water in the fat tis- 
sues evaporates the temperature 
will rise slowly until it reaches 240 


or 250 degrees. It should not ex- 
ceed 250 degrees. 

g. Fat should be stirred often 
while cooking to prevent sticking, 
burning, and to aid in shortening 
the rendering time. 

4. Fat should be cooked until 
completely rendered or until crack- 
lings have a mixed grayish, light 
brown color, and sink. 

5. The fat then should be strained 
immediately through cloth and the 
cracklings pressed thoroughly to 
remove all fat. 

Storage: 1. The fat rendered 
should be cooled at room tempera- 
ture for not more than 15 hours. 

2. When cooled it should be 
blended in a mixer at low speed for 
five to 10 minutes. Pork fats may 
be stored immediately in refrigera- 
tors without pre-cooling or blend- 
ing. Rendered fat to be used for 
baking should be whipped in a 
mixer for proper aeration after 
being thoroughly chilled. 

3. Rendered fat may be stored in 
containers with tight covers. Fat 
will be more convenient to use, 
however, if cut into individual 
sizes .and weights when cold, 
wrapped in a grease-proof, water 
repellent paper and rewrapped in 
brown paper labeled with date and 
weight. 

Results: 1. Properly rendered fat 
should have approximately an 80 
per cent yield. Cracklings can be 
ground or crushed and used in 
cornbread or meat loaf. 

2. If properly rendered this will 
be the approximate ratio of yield: 
620 pounds of scrap fat will yield 
approximately 496 pounds of edi- 
ble fat. About 20 pounds of trim- 
mings will be lost initially and an- 
other 54 pounds will be lost 
through evaporation. There will 
be an additional edible portion of 
about 50 pounds of cracklings. 


Economy Meat Recipes 


A new pamphlet written espec- 
ially to assist institutions in pre- 
paring meat extender dishes has 
been published by the National 
Live Stock and Meat Board. It con- 
tains 28 recipes; all are for 25 serv- 
ings. Free copies may be requested 
of the National Live Stock and 
Meat Board, Department of Home 
Economics, 407 South Dearborn 
Street, Chicago 5. — MARGARET 
GILLAM. 
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New Blood Bank Group Expects a 
DONOR SHORTAGE 


NEW ORGANIZATION, the Ameri- 
A can Association of Blood 
Banks, was born November 19 in 
Dallas. President of the group, 
which is an outgrowth of the first 
national Blood Bank Institute, is 
G. Albin Matson, M.D., of the Uni- 
versity of Utah School of Medicine, 
Salt Lake City. 

Purposes of the association are to 
promote extension of similar serv- 
ices, plan cooperation for times of 
disaster and encourage spread of 
information about blood banking 
by education, publicity and re- 
search. 

The association cannot be ac- 
cused of scatterbrained parentage. 
One hundred and twenty-five dele- 
gates from 55 blood banks, repre- 
senting two-thirds of the nation’s 
total, attended the institute. Spon- 
sored by the William Buchanan 
Blood Center of Baylor Hospital, 
the institute attracted some of the 
nation’s outstanding banks. 

Delegates seemed generally op- 
posed (sometimes aggressively . so) 
to the national blood bank system 
currently proposed by the Ameri- 
can Red Cross. Instead, the insti- 
tute strongly favored a system of 
banks which would leave to local 
communities the responsibility for 
operation and policy making. 

Community blood banks have as- 
sumed national significance only 
in the last seven or eight years, but 
today many of them are servicing 
large areas. All of Florida, for in- 
stance, is serviced so well by a sys- 
tem of community banks that 
blood is available to all hospitals. 
The blood bank of Honolulu serv- 
ices 17 hospitals in the area. 

The institute foresaw great diffi- 
culty in getting the number of 
donors needed. One bank which 
had no trouble finding 2,800 to 
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3,000 donors a month during the 
war could get only 450 directly 
after V-J day. It took a lot of effort 
to bring that figure up to goo, 
where it stands today. The psy- 
chology of voluntary donors was 
shown in the Texas City disaster. 
During the first few hours there 
were more donor offers than could 
be handled, but as the days passed 
the number of volunteers fell off 
drastically although still needed 
and sought. 

The banks know that donors are 
reasonably easy to procure when 
relatives or friends are ill. Never- 
theless they are seriously handi- 
capped by the rule that prohibits 
making a penalty charge when 
blood is not replaced. Though op- 
posing nationalization of the blood 
bank program, the institute rec- 
ommended American Red Cross 
assistance in donor procurement 
for community banks. 


Voluntary System 


The Red Cross expects to assure 
every hospital the store of blood 
required for emergencies, accidents 
and patients’ needs. It is planned 
to get the blood voluntarily as it 
was during the war, the estimate 
being that one of every 35 people 
between the ages of 18 and 60 in 
the United States will give a pint 
of blood a year. If the plan is suc- 
cessful, about 3,750,000 pints of 
blood will be procured annually. 
First step will be to set up six blood 
centers, one for each Red Cross 
area. Some delegates think these 
centers will sound the death knell 
for nearby blood banks. 

A bank cannot operate on the 





basis of unit for unit replacement 
of blood. That is why many banks 
have accepted group donor contri- 
butions for which group donor 
credit is given. One bank has an in- 
dustrial group of 1,400 insurance 
donors. In return for giving blood 
twice a year, the donor and his 
family are assured of blood and 
services such as typing and other 
tests if needed. Experience has 
shown this to be a valuable way of 
maintaining blood supplies, but 
speakers repeatedly stressed the ne- 
cessity of limiting the credit period 
to a year or perhaps six months. 

During disasters blood banks 
from near and far spring to the 
assistance of the stricken area. Pit- 
falls to be avoided in this kind ot 
assistance were said to be inade- 
quacy of labeling, lack of refrigera- 
tion during transportation, refrig- 
eration in ice which melted and 
loosened the labels and failure to 
include administration sets and 
pilot tubes. 

Officers elected from among the 
delegates to the meeting were: 
Leon E. Mermod, M.D., director 
of the Blood Bank of Hawaii, vice 
president; Marjorie Saunders, ad- 
ministrative assistant of the Wil- 
liam Buchanan Blood Center, Dal- 
las, secretary; W. Quinn Jordan, 
manager of the Salt River Valley 
Blood Bank, Phoenix, treasurer; 
and John Scudder, M.D., director of 
Medical Center Blood Bank, New 
York, president-elect. 

Joseph M. Hill, M.D., director of 
the William Buchanan Blood Cen- 
ter, and Lester J. Unger, director 
of Woman’s Hospital Blood Bank, 
New York, were elected for two 
year terms as executive board mem- 
bers at large. One year members 
at large are John Elliott, M.D., 
Blood Bank of Dade County, Mi- 
ami, Fla., and Curtis E. Smith, 
M.D., chairman of Irwin Memoria! 
Blood Bank, San Francisco. 

Membership in this nonprofit as. 
sociation is open to ethical, non- 
profit and independently operating 
and policy-making institutions, in- 
cluding those operated by Ameti- 
can Medical Association registered 
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hospitals. Individual memberships 
with no voting privileges are open 
to persons interested in blood bank- 


ing. 


Metal Throat 


An artificial throat and good 
surgical care have transformed the 
outlook of one 10-year - old girl. 
For months she had a companion 
day and night, because her mother 
feared she would cease to breathe 
if allowed to go sound asleep. 

The little girl’s throat was al- 
most closed by scar tissue which 


had developed following a tonsil- 


lectomy. Although this scar tissue 
had been repeatedly removed, it 
always grew back rapidly. While 
not common, closure of the throat 
by scar tissue may occur for a num- 
ber of causes, one being burns by 
caustics such as lye. 

A metal (vitallium) tube was 
suspended from the upper teeth 
and extended into the throat past 
the constricted area. A ball and 
socket joint between the mouth 
and throat portions of the tube al- 
lowed free movement of the head. 

After the metal throat was worn 
for seven months, a piece of skin 
from her thigh was applied by col- 
lodion to sponge rubber glued to 
the vitallium tube and. the tube 
was reinserted in the girl’s throat. 
Two weeks later the artificial throat 
was removed, the graft had taken 
and no more scar tissue could 
grow. 

Today, four years later, she has 
prospects for a career as a singer. 
Nose and throat specialists attend- 
ing the meeting of the American 
Academy of Ophthalmology and 
Otolaryngology in Chicago heard 
a record of her soprano voice. It 
had won a superior rating in 
state high school contest. (Science 
News Letter, October 25, 1947.) 


Tuberculosis Treatment 


When Selman A. Waksman, 
M.D.,* says the turning point in 
the treatment of tuberculosis has 
been reached, streptomycin of 
course is the basis for this optim- 
ism, even though by itself it cer- 
tainly will not be any more than a 
signpost pointing the way to better 
remedies. 





*Waksman, Selman A., M.D., “Antibiotics 
and Tuberculosis,’ JAMA 135, 478-85, Oc- 
tober 25, 1947. 
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Tubercle bacilli develop resist- 
ance to streptomycin after a peri- 
od of treatment, thus limiting the 
antibiotic’s effectiveness with some 
forms of tuberculosis. Despite this 
obstacle which scientists are now 
attempting to overcome, strepto- 
mycin is credited with certain 
achievements heretofore never seen 
with any other medication. 

Streptomycin has proved its pro- 
nounced suppressive effect in mili- 
ary, laryngeal, meningitic, cutane- 
ous, renal and exudative pulmon- 
ary tuberculosis. For example, mili- 
ary tuberculosis and tuberculous 
meningitis were, prior to the use of 
streptomycin, 100 per cent fatal. 
Yet the x-ray evidence. of miliary 
lesions in the lungs has disap- 
peared during the course of treat- 
ment, and in one group of 50 pa- 
tients with miliary and/or menin- 
geal tuberculosis, half of the pa- 
tients treated with streptomycin re- 
mained alive. 

Patients with tuberculous ulcers 
of the larynx, trachea, and large 
bronchi have shown prompt im- 
provement from streptomycin, and 
in several instances there were no 
recurrences. 

Streptomycin does not cure clini- 
cal tuberculosis rapidly but does 
have a suppressive effect on pre- 
viously progressive tuberculosis. 
Exacerbations and spread of the 
disease are curtailed and there is 
other evidence of improvement. 

With most patients there is: “ (a) 
a rapid, sometimes abrupt, fall in 
temperature and accompanying 
symptomatic improvement, not un- 
like the crisis observed in pneu- 
moccocus pneumonia; (b) a regres- 
sion, and frequently a complete 
disappearance of the pulmonary 
lesions demonstrable roentgolog- 
ically, and (c) the development of 
strains of tubercle bacilli which 
were resistant to the action of 
streptomycin in vitro.” 

The conclusion reached at a 
study section of the National In- 
stitute of Health was, according to 
Waksman, “that streptomycin is 
capable of healing certain tubercu- 
lous lesions and of serving as an 
adjutant to existing forms of treat- 
ment in other types of tuberculosis. 
It was considered sufficiently toxic 
that its use must be accompanied 
by clinical observation and labora- 
tory studies.” 





Hospitals’ contributions to tu- 
berculosis control are important in 
four distinct phases; in prevention, 
case-finding, treatment and reha- 
bilitation. The Council on Profes- 
sional Practice of the American 
Hospital Association is keeping in 
close touch with experiments in 
B.C.G. vaccination and continues 
to encourage routine radiography 
of admissions, outpatients and em- 
ployees. Of interest is the recently 
published revision of the manual, 
“The Management of Tuberculo- 
sis in General Hospitals,” which 
now can be ordered from the As- 
sociation. 


Diaper Rash 

Babies will wet their diapers, and 
the result is often a diaper rash. 
This is perhaps the most common 
skin condition seen in infants and 
young children. Traditional reme- 
dies, like such final diaper rinses 
as boric acid and 1:4,000 bichlor- 
ide of mercury, have produced in- 
different to good results. 

Just off the press is a report from 
the departments of pediatrics and 
bacteriology of New York Medical 
College.* Of 50 babies treated with 
a new chemical, 18 rashes were 
cleared within three days and all 
but one were cleared after seven 
days. The descriptive name of this 
reported remedy is a tongue twist- 
er, para di-isobutyl-cresoxy-ethoxy- 
ethyl di-methyl benzyl ammonium 
chloride monohydrate, but it is 
known by the shorter and perhaps 
more suggestive name of diapene. 

Diaper rash is caused by ammon- 
ia, which in turn is produced by 
bacterial decomposition of urinary 
urea. The principal germs causing 
this decomposition infest the skin 
of the diaper region and are ready 
to go to work splitting off ammonia 
as soon as the diaper becomes wet. 
Even high dilutions of diapene are 
sufficient to prevent the growth of 
these bacteria. 

The procedure used was simple. 
One tablet in two quarts of water 
made approximately a_ 1:25,000 
solution. Six diapers may be placed 
in a basin, and the solution is 
poured over them. Following a 10- 
minute soaking period they are 





*Benson, Reuel A.; Slobody, Lawrence 
B.; Lillick, Lois; Maffia, Anthony; and 
Sullivan, Norbert: “A New Treatment for 
Diaper Rash,” The Journal of Pediatrics 
31:369-374. October 1947. 
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insures equal concentrations in 
each diaper. If they were intro- 
duced one at a time, the first diaper 
might absorb all the chemical. 

In treating cases of diaper rash, 
all the diapers should be treated. 
For resistant rashes the solution 
may be concentrated five times, ac- 
cording to the report, with no irri- 
tant effects on the skin. To prevent 
diaper rashes it is suggested that 
only the night diapers be treated. 
Attention is called to the fact that 
this is only a preliminary report. 


wrung and hung out to dry. This 








CURRENT HEALTH CONDITIONS 





A statement from the Division of Pub- 
lic Health Methods, U. S. Public Health 
Service, through November 1947. 

Whooping cough: Case statistics for 
whooping cough through the fourth week 
in November provide further evidence 
that the morbidity from this disease, which 
had been rising steadily for more than 
six months, has turned downward. This 


reversal of trend was first noticed last” 


month and although a seasonal decline is 
to be expected at this time of year the 
drop has been more rapid than usual. 








Hillyard Floor Treatments and Mainte- 
nance Materials have been giving satisfy- 
ing service for almost half a Century... 
there is a Hillyard product for every dif- 
ferent type hospital floor ... they are all 
Hi-Quality materials, that add beauty to 
the floor, are easy to apply and reduce 


application and up-keep costs. 
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In November the number of new cases 
reported weekly was 25 to 30 per cent 
lower than it was in September when the 
current cycle apparently reached its peak. 

Previous periods of high whooping 
cough incidence, with the exception of 
the minor rise that occurred in 1945, 
have been of longer duration, so it is nec- 
essary to reserve final judgment on the 
present decline for a few more weeks. 
Owing to the relatively high incidence 
among children of one to six years of age, 
the birth rate is a factor which should 
have considerable influence upon the num- 
ber of cases reported. The birth rate in 
.the United States is beginning to subside 
after more than a year of rates higher than 
any that have been recorded for the coun- 
try as a whole in several decades. 

Influenza: Reports indicating a slight 
but steady excess of influenza continue to 
come from the South Atlantic states, but 
through the month of September (the 
latest month for which provisional figures 
are available) there is no evidence of ex- 
cess mortality from influenza or pneu- 
monia in that area. 

In the absence of other information and 
recognizing the known deficiencies of in- 
fluenza case reporting, it would be un- 
wise to attach any special significance to 
the increased number of cases reported 
from the South Atlantic states through 
the summer and fall. In all other parts 
of the United States neither the case re- 
ports through the fourth week in Novem- 
ber nor the provisional mortality statistics 
through September give any indication of 
undue morbidity from this disease. 

Other diseases: Other important com- 
municable diseases that are reportable in 
most or all states are at favorably low 
levels. Incidence of scarlet fever and men- 
ingococcus meningitis appears to be below 
normal for this season of the year in every 
section of the country. 

The incidence of reported cases of small- 

pox is extraordinarily low. In_ recent 
months there have been hardly more than 
three or four cases a month (though dur- 
ing the first 20 weeks of the year there 
were 126 cases reported as a result of a 
brief epidemic that occurred in the Mid- 
dle Atlantic section). 
* Up to two years ago there never had 
been a four-week period in which less than 
10 cases had been brought to the atten- 
tion of health authorities. In 1946 there 
was one such period, and in 1947 through 
the first 48 weeks of the year there were 
seven. 

Mortality: The provisional general 
death rate for the first 10 month of 1947 
(on an annual basis) was 10 per 1,000 
population. The corresponding provisional 
figure for 1946 was 9.9. For 1945 it was 
10.3. The provisional rate for infant mor 
tality (29.5 deaths per 1,000 live births) 
rose slightly in October from the all-time 
record low figure of 28.9 deaths per 1,000 
live births that was recorded in Septem 
ber. The general level of infant mortality 
is still exceedingly low in comparison with 
other years, however. 
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Farm Goods Lead as Prices Reach a 


NEAR-RECORD HIGH 


HEN WHOLESALE PRICES were 
WwW taking their little dip at the 
end of October, realistic price ex- 
perts took the unpopular stand 
that it was only a temporary drop. 
November bore out that opinion. 

The now-familiar words, “new 
postwar peak,” again crept into 
Bureau of Labor Statistics reports 
as the November 29 wholesale price 
index reached 159.8 per cent of its 
1926 level. Wholesale prices for all 
commodities have risen about 15 
per cent during a year, and those 
November 1946 figures were far 
above “normal”. 

The November 29 wholesale dol- 
lar was worth only 62.6 cents by 
1926 standards. This is a one-half 
cent drop from October value as 
shown in Table 2 and a 9.3 cent 
decrease since November 30, 1946. 

Chemicals and allied products 
took a steep rise in November, 
caused by a 10 cent per pound 
(3314 per cent) increase in glycer- 
ine. Glycerine makes up one-fourth 
of the drugs and pharmaceutical 
materials subgroup. 

Oils and fats increased substan- 
tially in November, as did foods, 
farm products, textiles, raw mate- 
rials, semi-manufactured articles 
and manufactured products. Build- 
ing materials always can be count- 
ed upon for a substantial gain, 
and they came through as usual in 
November. This important group 
is crowding farm products for the 
top of the heap. The score as of 
November 29: Farm _ products, 
1g0.3, building materials, 187.2. 

Foods are running third, with a 
November 29 index of 178.3. To- 
ward the end of November, foods 
dropped fractionally but were still 
well. above their October prices. 

When Congress opened its spe- 
cial session President Truman 


JANUARY 1948, VOL. 22 


asked the lawmakers to help stop 
this price spiral. The CIO’s an- 
nouncement, last month, that it 
may seek a new round of wage 
increases in 1948, may speed action. 
By mid-December, no legislation 
had been introduced. 


Statisticians at the Labor Depart- 
ment still are having trouble keep- 
ing up with price increases. Extra 
sheets of paper are being pasted to 
the top of index charts to accom- 
modate that evasive line. One such 
line is that for hides and skins, 
which have an index of 203.3. “A 
year ago,” mused a statistician, “we 
expected that index to finish 1947 
at about 152.5.” Looking at the 
line’s extension, far above the 
chart, he sadly commented, “‘It has 
to take an awful drop.” 





Nov. 30 Jan. 4 

COMMODITY 1946 1947 1947 
All commodities .... 139.1 139.1 157.4 
Farm products ....... 170.3 166.1 187.7 
All foods:....................:-163.0 1564 173.8 
Textile Products ........ 130:7 353.5 142.7 
Fuel and lighting 

coe vidy ta, Me ee 95.8 97.0 118.3 
Building materials ......144.3 156.1 185.2 
Chemicals and allied 

es 123 1266 i278 
Raw materials ............ 154.8 153.1 175.9 
Semi-manufacture 

CUTIES eccccceccac---:-s-1302 135.1 1546 
Manufactured 

PROGUENS. ..c.cc.0c.-e cies 134.1 134.1 150.0 


Source: Bureau of Labor Statistics. 


TABLE 1 — REPEATED PEAKS 


Weekly Index Numbers of Wholesale Prices — 1926=100 


Nov.1 Nov.8 Nov. 15 Nov. 22 Nov. 29 


1947 1947 1947 1 

57.9 158.5 159.2 159.8 +149 +149 
86.1 186.9 188.6 190.3 +146 +11.7 
76.3 178.0 178.8 178.3 +140 + 9.0 
42.9 142.9 144.0 144.7 + 84 +107 
18.4 118.7 118.7 119.1 +22.8 424.3 
85.2 185.3 186.1 187.2 +19.9 +29.7 
29.1 131.3 1365 1380 + 9.0 +11.6 
75.2 175.8 176.7 177.9 +162 +149 
155.2 155.4 156.1 157.1 +163 +420.7 
150.0 151.7 1522 1525 -+13.7 +13.7 


The weekly index is calculated from a one-day-a-week price. It is designed as an indication of 
week-to-week changes and should not be compared directly with the monthly index. 


% of change 
1/4/47 11/30/46 


to to 
947 11/29/47 11/29/47 











*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—DOWNWARD DOLLAR 


Monthly Index Numbers of Wholesale Prices — 1926=100 


Oct. Oct. Oct. Oct. Oct. Oct. Sept. Oct. 
COMMODITY 1937 1939 1941 1943 1945 1946 1947 1947 
rales .3|)( 85.4 79.4 92.4 103.0 105.9 134.1 157.4 158.5 
Farm products ..... bie ot = BOA 67.) 90.0 122.2 127.3 165.3 186.4 189.7 
Pe cna daanscdc MD 73.3 88.9 105.1 105.7 157.9 179.3 177.8 
Textile products ey a tae 90.9 97.6 101.0 128.6 142.0 143.0 
COMI GOOGE: ..0..cccccceecoscoseressences 73.1 74.3 105.2 112.9 125.0 172.9 202.3 204.6 
Fuel and lighting materials........ 78.5 73.9 79.6 81.0 84.2 94.2 114.1 115.9 
POUIWEGHS COO! ....—.-.....-.3----55.1- 78.8 75.3 85.3 89.9 102.2 113.5 122.5 122.8 
Bituminous coal ...... Loytaastopearstce ci eS 98.2 108.1 116.4 124.8 137.2 170.1 172.2 
ENGI ecacccacacdeotaniesssecee503 - oO THA 662 57.8 66.7 64.1 * + 
| ee eas : .. 83.6 84.4 78. 77.2 79.8 80.8 * %* 
Building materials .... - 95.4 928 107.3 112.7 118.3 134.8 183.3 185.8 
DLS GT | ae eae 93.4 91.5 96. 99.0 115.2 127.8 145.4 145.6 
aS . 88.3 91.3 92.7 93.6 99.9 106.5 119.0 120.1 
SES Seo ee 95.9 99.6 129.5 147.1 155.2 178.9 285.7 290.0 
Paint and paint materials.......... 84.2 85.7 96.0 102.8 107.6 119.2 157.9 161.4 
Plumbing and heating 
NII asec as ce cesacesicsccsass shone 80.6 79.3 87.8 90.2 95.0 107.2 135.9 136.0 
Structural steel.................... ....-114.9 107.3 107.3. 107.3. 107.3. 120.1 143.0 143.0 
Other building materials......... 100.2 SIS TOS 022 1046 1225 50:6 1525 
Drugs and pharmaceutical : 
materials ........ reese . Soo 79: VWi4S W062 103 VES  1366- 1375 
eee 80.7 Tes 89.7 111.9 116.6 148.7 170.8 175.0 
Semi-manufactured articles ........ 82.5 83.1 89.9 92.9 96.8 118.2 151.9 154.0 
Manufactured products ....---------- 88.1 $2.3. 93:9 1000 101.9 129.6 151.6 _1St.1 
Purchasing power of dollar........ $1.171 $1.259 $1.082 $ .971 $ .944 $ .746 $ .635 $ .631 


























These Are Factors that Determine 


Pee oe OR COAL 





OSPITAL PURCHASING AGENTS do 
H not need to be told that coal 
is expensive. In September it took 
more than $1.70 to buy one dol- 
lar’s worth of bituminous coal on 
the wholesale market. 

At one time during the past 20 
years, that same dollar’s worth of 
coal could be had for 82 cents. 
Nobody wants to return to the 
conditions of 1932 when 82 cents 
bought a dollar’s worth of coal, 
but most consumers do wish they 
could get a dollar’s worth of coal 
for just one dollar. 

Bituminous prices since 1926 
have fallen into four distin-t 
phases: a big drop, a partial re- 
covery, a leveling off and a big in- 
crease. 

Two wars and higher wages are 
important factors behind these 





Mr. Rivin is editorial representative of 
HospiTats in Washington, D.C 


ARNOLD A. RIVIN 
WASHINGTON SERVICE BUREAU 
AMERICAN HOSPITAL ASSOCIATION 


phases. With these wars and wages 
came legislation that played an im- 
portant behind-the-scenes role. 
The first World War was largely 
responsible for the drop between 
ig27 and 1933 when over-expan- 
sion and over-production caused 
cut-throat competition in coal. 
The gains of labor can be given 
much responsibility for the first in- 
crease, in 1934, and partial respon- 
sibility for the second increase, 
from 1940 on. The level period was 
due to a balance, maintained from 
1934 to 1940, when unions and 
wages kept prices from falling and 
a World War I carryover of sur- 
plus, over-production and over-ex- 
pansion kept prices from going 
higher. Here legislation entered 


the scene when the Bituminous 
Coal Act of 1937 set a floor under 
prices. While the act itself did not 
take effect until October 1940, its 
very presence was a stabilizing fac- 
tor in the meantime. 

The big increase since 1940 can 
be blamed upon the recent wai 
with its shortage of manpower, its 
high wages, its high operating ex- 
penses, its high exports, its high 
industrial production, its high de- 
mand for more coal. Here again 
legislation takes a hand, for in May 
1942, the Office of Price Adminis- 
tration set maximum prices for 
bituminous coal. These ceilings 
were flexible and were raised along 
with miners’ wages in 1943, but 
they did have some effect on coal 
prices. Bituminous ceilings ended 
late in 1946. 

Since the war’s end, prices have 
climbed even higher because of 
general inflation, overseas  ship- 
ments and a shortage of railroad 
cars. These factors—whether they 
become larger or smaller—will have 
an effect on future coal prices. 

In 1926, wholesale bituminous 
coal was selling for an average of 
$4.27 a ton, F.O.B. destination. 
The Bureau of Labor Statistics 
considers 1926 a “ normal” year 
and computes its price index and 
dollar value accordingly. The next 
year’s price was about the same— 





AVERAGE REAL WHOLESALE PRICES OF BITUMINOUS COAL /TON 
IN THE UNITED STATES, 1926-1946 


These prices, F.O.B. destination, are an 
average determined from a Bureau of 
Labor Statistics survey of a group of 
cities. This is the price the dealer pays 
when the coal arrives in his city. Usually 
the dealer has a railroad siding so arrival 
in the city means arrival at his yard, but 
he must pay for unloading. 

Source: Bureau of Labor Statistics. 
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ST. MARY'S HOSPITAL, KNOXVILLE, TENN. : 
From the sketch by the architects, Barber & McMurry, showing how the a 
hospital appears with the new wing added. FABRON is used extensively 

on walls and ceilings in the old building as well as in the new addition. 













Plaster “/routles? 
Correct present conditions — prevent future outbreaks 
with Pabrou—the fabrte-plastie-lacguer wall covering 


In new buildings or old—as a preventive against future outbreaks or as 
a cure for present troubles—FABRON wall coverings offer a complete 


and permanent solution to plaster problems. No chance of plaster falling 

off ... no visible cracks .. . or peeling paint. FABRON's sturdy canvas 

and piastic base is a specific against these common wall and ceiling 4 1 @) 
afflictions. 


REG. U.S. PAT. OFF 


Should serious plaster-trouble occur, FABRON conceals it . . . pending 
its correction at the hospital’s convenience. To repair plaster, the strip 
of FABRON is peeled down, like adhesive tape, to the point of damage 
. . . left to hang while plaster corrections are made... then repasted 
back in place. No replacement of material required. No need to redeco- 
rate the entire room; therefore, no room vacancy, 


An added advantage of FABRON in NEW buildings: the elimination of 
one year's waiting period, often recommended by the architect, to pre- 
vent hairline or settling cracks from damaging new paint treatment. 







Plaster troubles are a common and expensive drain on hospital operating budgets. Why not acquaint 
us with the details of your plaster problems for suggestions on how FABRON can solve them? 
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N21 Board of Fire Bde 










FREDERIC BLANK & CO., INC. Established 1913 230 PARK AVENUE, NEW YORK 17, N. Y. 
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$4.30 a ton. These prices were a 
little higher than the preceding 
few years because the United States 
was shipping coal to England in 
1926 and 1927 to offset a British 
coal strike. 

But in 1928 bituminous coal 
prices entered a slump that was to 
continue until 1934. Coal was 
cheap and operators were losing 
money even during the “boom” 
period of the late 20’s before the 
stock market crash of 1929. Prices 
began dropping in 1928 because of 
over-expansion and _ over-capacity 
as a result of the first war. The 
market could not absorb the mines’ 








output. The coal industry entered 
a period of cut-throat competition 
and price-cutting. Other fuels were 
competing with coal, and prices 
had to stay low. 

In 1928 bituminous coal was 
bringing about $4 a ton wholesale. 
This price dropped to $3.90 in 
1929, to $3.81 in 1930, and pro- 
gressively downward to $3.50 in 
1932. In 1933 the price advanced 
slightly to $3.52. 

Bituminous coal miners’ wages 
dropped from 85 cents an hour in 
the good year of 1923 to 68 cents 
in 1929, then to 50 cents in 1933. 
Miners were then working an 















PENTOTHAL* SODIUM 
ADMINISTRATION 


New Simplified Apparatus Affords ........ 


Positive Delivery of Exact Quantity of Medication 


The new Bonznt Syringe Holder is designed for use in administering Pentothal* 


Sodium or any other intravenous medication in exact dosage, either continuously 


or intermittently. Six micrometer graduations permit the 





thaticé dali 
to deliver 





















exact amounts as small as % minim with a 5 cc syringe, and progressively larger 
amounts; accepts 5, 10, 20, 30 or 50 cc syringes. For aspiration, it is only neces- 
sary to reverse the turn of the screw. Quick release of the syringe for instant 
reloading is accomplished by lifting the knurled knob surmounting the bolt, free- 
ing the syringe from the spring tension clamp. It is light in weight and compact in 
size (3% by 82 inches, unassembled); it fits into any standard instrument sterilizer. 
Additional advantages are: (1) eliminates fatigue incident to manual delivery; 
(2) positive action prevents blood coagulation in the needle; (3) affords freedom 
to observe the patient. Stores in the compact leatherette-covered case. Material 
is polished stainless steel and chromium-plated bronze. Despite the superior oper- 
ating advantages and materials, its price is considerably below that of com- 
parable apparatus now offered. Guaranteed against defective parts or work- 


manship. Descriptive circular sent on request. 
JA759 — Bonznt Syringe Holder, complete in case, but without syringe shown, 
ONly.cccccccceses ecccccccces os oevevcsoos bp 02s b4n0 seme eseee $39.50 
*Registered Trade-Mark of Abbott Laboratories 
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General Offices: 1831 Olive Street e St. Louis 3, Missouri 








eight-hour day and a six-day week. 

In 1933, miners began working 
a five-day week and their daily 
rates went up. The Appalachian 
agreement of that year set wages 
in the northern fields at $4.60 per 
day. Southern miners got $4.20. 
This agreement set a pattern fol- 
lowed generally in this country. 

In 1934 the seven-hour day be- 
gan for bituminous miners. The 
northern rate went up to $5 a day 
and the southern scale to $4.60. 
That was the year that bituminous 
prices started out of their slump 
and averaged $4.03 a ton—about 51 
cents above 1933. 

Then, in 1935, the Congress of 
Industrial Organization was organ- 
ized and another round of wage 
increases helped boost bituminous 
prices to $4.12—a nine-cent in- 
crease. Miners’ pay went up to 
$5.50 in the North, $5.10 in the 
South for a seven-hour day. 

It was the same year that Con- 
gress, realizing that coal operators 
still were losing money, passed the 
first Guffey-Snyder Bituminous 
Coal Act, putting a floor under bi- 
tuminous prices. This law was de- 
clared unconstitutional because of 
its labor provisions, so another was 
passed in 1937. The 1936 bitumin- 
ous prices averaged $4.15, a three- 
cent increase from the previous 
year. In 1937, the price went still 
higher, to $4.20. 

The 1937 act set minimum pric- 
es for the industry. It took so long 
to determine proper margins, how- 
ever, that the act’s price floors did 
not take full effect until October 
1, 1940. The act expired in August 
1943. 

Though the second Guffey Act 
did not set minimum prices im- 
mediately, bituminous prices _re- 
mained fairly constant from 1937 
to 1941. In 1939 the wage agree- 
ment of 1937 was renewed and a 
union shop was authorized. That 


-year saw a slight recession, with bi- 


tuminous prices dropping from 
$4.22 to $4.16. 

Then, in 1941, America began to 
mobilize. Lend-lease began, costs 
increased, inflation started. A man- 
power shortage helped the miners 
raise their pay one dollar a day. 
The price of bituminous coal rose 
sharply to $4.45 a ton. That was 
the start of the steep climb which 
continues today. 
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SPECIFICALLY LETHAL 
FOR THESE PARASITES 





The Sarcoptes scabiei of 
scabies 








Pediculus humanus 
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SCABIES @ PEDICULOSIS 







WITHOUT LOCAL IRRITATION OR REACTION 


The specific antiparasitic action of Kwell Ointment—1% 
of the gamma isomer of 1,2,3,4,5,6-hexachlorocyclo- 
hexane in a vanishing cream base—greatly simplifies 
and shortens the treatment of many common skin in- 
festations. Scabies may be eradicated in one or two 
treatments without local skin reaction. Pediculosis, regard- 
less of body area involved, is usually overcome with a 
single application. Kwell Ointment thus establishes a 
new standard of therapeutic excellence in antiparasitic 
therapy, making possible rapid control of the invader 
without deleterious local irritation or troublesome derma- 
titis in the host. At all pharmacies. Samples and literature 
to physicians on request. 


CSC Fumacatiis 





A DIV.SION OF 
COMMERCIAL SOLVENTS CORPORATION « 17 E. 42nd ST., NEW YORK 17,N.Y. 


Supplied in 2 oz. and 1 Ib. jars 


KWELE 
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LAUNDERABLE 
SWEEPING MOP 








COMBINES SWEEPING 
AND DUSTING IN ONE 
OPERATION ... 










Faster cleaning ...more eco- 





nomical...that’s the NEW 





Fuller Launderable Sweeping 





Mop. Saves time... hence, 





money... because it is a two- 





in-one cleaning tool — both 





sweeps and dusts. Fully wash- 







able. All in one piece. Zip- 





per opening does away with 





tape ties for fastening to 





frame. Long trim of standard 





four-ply cotton covers a large 





surface. Easy to replace. In 





sizes from 12” to 48”, with a 





6” spread between sizes. Send 





for new folder now ready. 






TELEPHONE your Local Fuller 
Brush Salesmon or write 


x FULLER BRUSH <. 









INDUSTRIAL DIVISION 





3564 Main St. ¢ Hartford 2, Conn. 

















On May 18, 1942, the OPA set 
maximum prices for bituminous 
coal. A year and a quarter later, 
the Guffey minimum price act, no 
longer necessary, expired. Bitumi- 
nous prices rose to $4.68 in 1942, tu 
$4.95 in 1943, to $5.13 in 1944, to 
$5.25 in 1945 and to $5.65 in 1946. 
Price controls for bituminous coal 
ended on November 10, 1946. 

In April and May of 1946 John 
L. Lewis’ United Mine Workers 
were on strike. During that period, 
only 20 million tons of bituminous 
coal were mined instead of the an- 
ticipated 150 million tons. After 
the Krug-Lewis agreement in May, 
however, much of this loss was 
made up. 

During the war, soft coal produc- 
tion increased by about 224,721,000 
tons. In 1939, American bitumi- 
nous mines were producing about 
394,855,000 tons. In 1941, the ton- 
nage was 619,576,240. The 1945 
amount was 576 million tons. And 
this increase was accomplished by 
fewer miners, through a_ longer 
work day and a longer work week. 

In 1943 the miners and operators 
agreed at the federal government’s 
request, to work a six-day 42-hour 
week with premium pay for the 
sixth day. The OPA increased coal 
prices to cover these additional 


costs. The seven-hour day was - 


abandoned in a 1943 agreement, 
which provided for a nine-hour 
day underground for inside work- 
ers, including 15 minutes for lunch 
and about 45 minutes for travel 
time in the mines. Outside workers 
put in about eight and one-half 
hours, including a 15-minute lunch 
period. Average weekly hours in- 
creased from 27.1 in 1939 (exclud- 
ing travel time of inside workers) 
to 43.4 in 1944 (including travel 
time in the mines). 

In 1945 the hours fell to 42.3, 
then rose to 45.9 in March 1946. 

However, the average time actu- 
ally worked each week was mater- 
ially below fulltime hours because 
of part time operation of some 
mines, jabor turnover and accident 
absences. In 1939, the average mine 
operated only 178 days. This was 
increased to 278 by 1944. 

In 1939 the average bituminous 
coal miner earned $23.88 a week. 
In 1945, he made about $56.84 per 
week, mainly because of overtime 
and travel time. 


Between 1938 and 1945, labor 
costs increased 22 per cent while 
the value of coal at the mines went 
up 58 per cent. 

The 1946 agreement. provided a 
seven-hour day with overtime, 
mines to operate nine hours a day. 
Miners got a basic hourly increase 
of 1814 cents which, with overtime, 
gave them $1.85 more per day. A 
health and welfare fund was an- 
other gain for the miners. 

After the 1946 agreement weekly 
earnings of bituminous miners av- 
eraged about $66.50. This however 
includes overtime, which is uncer- 
tain. On the basis of straight time 
and regular hours, the average 
miner in 1946 would receive about 
$41.50 per week. Wages are higher 
today. 

Today mines are faced with a 
shortage of railroad cars. Because 
of this transportation tie-up, many 
mines work their men only four 
days a week. 

Many other factors enter into the 
coal price picture. Coal exports 
this year will total about 40 milli- 
on tons, of which 36 million tons 
will be bituminous. In 1940 total 
coal exports were but 700,000 tons. 
The average export for 1935-39 was 
about 73,000 tons, of which 49,000 
tons were bituminous. 

The federal government is buy- 
ing much of this coal for export, 
and this tends to keep prices up. 
American money also is _ being 
loaned to foreign countries for 
United States coal purchases. The 
United Mine Workers of America 
claim that coal would cost $1.25 
less at the mines were it not for 
this export program. The opera- 
tors, according to the U.M.W., 
agree. 

As hospital purchasing agents 
know, coal prices did not stop their 
climb in 1946. Instead they have 
been reaching new heights every 
month. Trying to stop coal prices 
from climbing has been as futile 
as all other anti-inflation attempts. 

Neither the Bureau of Mines, 
the Bureau of Labor Statistics nor 
the U.M.W. will predict future bi- 
tuminous prices. The nearest thing 
to a prediction came from the bu- 
reau of Mines, which says it does 
not expect a return to the cut 
throat price competition of the late 
1920’s and the go’s. Today that 
prediction appears safe. 
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JANU, 


LEON C. PULLEN JR. has resigned 
as assistant director of Michael 
Reese Hospital, Chicago, to accept 
a position as administrator of the 
Kadlec Hospi- 
tal, Richland, 

Wash. 

Mr. Pullen 
was assistant to 
director, Maine 
General Hospi- 
tal, Portland, 
from September 
1940 to April 
1941; state 
health adminis- 
trator, National 
Youth Administration for Maine, 
from April 1941 to September 1942 
when he joined the United States 
Army. He served in an administra- 
tive capacity with a 1,000-bed gen- 
eral hospital in the ETO three 
years and attained the rank of cap- 
tain. He is a nominee of the Amer- 
ican College of Hospital Adminis- 
trators and a members of the Amer- 
ican Hospital Association. 


Cart P. WricHT JR., who recent- 
ly resigned as superintendent of 
United Hospital, Port Chester, 
N.Y., has accepted the position of 
director of St. Luke’s Hospital, 
Utica, N.Y. 

Mr. Wright served as superin- 
tendent of United Hospital since 
1937. Prior to that time he was as- 
sistant superintendent of the New 
Haven. (Conn.) Hospital for two 
years. He is a member of the Amer- 
ican College of Hospital Adminis- 
trators and has been an active per- 
sonal member of the American 
Hospital Association since 1934. 


Rutu A. NELSON has resigned as 
superintendent of the Shawano 
(Wis.) Municipal Hospital to be- 
come superintendent of the. Com- 
munity Hospital, Medford, Ore. 
Miss Nelson’s successor at the Sha- 
wano Municipal Hospital is Brr- 
THA BLICKENSDERFER, R.N. 


Hans S. Hansen, chief pharma- 
cist at Grant Hospital, Chicago, be- 
came administrator of the hospital 
on December 1. He replaces Ros- 
" t B. Graves who resigned recent- 
y. 


JANUARY 1948, VOL. 22 


“Fersonal ©News 


Dr. JoHN C. MAcKEnzieE has suc- 
ceeded Dr. Lewis E. JARRETT as ad- 
ministrator of ‘Touro Infirmary, 
New Orleans. Dr. MacKenzie has 
been connected with the Montreal 
(Can.) General Hospital since 
1928, serving as general superin- 
tendent from 1931 until he was 
granted a leave of absence to enter 
military service. On his return from 
military service he established of- 
fices in Montreal as a hospital con- 
sultant. 

Dr. MacKenzie is a fellow of the 
American College of Hospital Ad- 
ministrators and a member of the 
Canadian Hospital Council, the 
International Hospital Association 
and the American Hospital Associ- 
ation. 


WILLIAM L. GALVIN, well known 
Baltimore attorney, has been elec- 
ted to the board of trustees of the 
Johns Hopkins Hospital, Balti- 
more. Mr. Galvin has been active 
in civic affairs, particularly in hos- 
pitals. He is one of the founding 
directors of the Maryland Hospital 
Service, Inc., and has served as its 
director since 1937. He is also 
chairman of the boards of govern- 
ors of St. Joseph’s and St. Agnes’ 
Hospitals, vice chairman of the 
welfare advisory board of the Bal- 
timore City Hospitals and a mem- 
ber of the advisory board of Mercy 
Hospital. 


Dr. EL_pon H. H. Foster has 
been appointed manager of the 
Barnes Veterans’ Administration 
Hospital, Vancouver, Wash. He 
had served as acting manager since 
last October when Barnes Hospita! 
was separated from the Portland 
Veterans’ Hospital and as chief 
medical officer for nearly six 
months prior to that. A veteran of 
both World Wars, Dr. Foster has 
been with the agency for 25, years. 


Dr. L. S. WoopwortH has re- 
signed as superintendent of the 
Massachusetts Memorial Hospitals, 
Boston, to accept an appointment 
as head of the Nichols Veterans 
Administration Hospital, Louis- 
ville, Ky. Before going to Boston, 
Dr. Woodworth was associate di- 
rector of Harper Hospital, Detroit. 


Dr. WILsoN W. KNOWLTON has 
resigned as superintendent of the 
Boston Lying-In Hospital, a _posi- 
tion he has held since 1939. Prior 
to that time he was connected with 
Peter Bent Brigham Hospital for 
five years as second assistant super- 
intendent and first assistant super- 
intendent. Dr. Knowlton also 
served as county health officer in 
Louisiana for two years, and as 
state district health officer, Massa- 
chusetts State Department of Pub- 
lic Health, for five years. 


Dr. CHARLES F. OBERMANN has 
resigned as superintendent of the 
Cherokee (Iowa) State Hospital to 
become director of mental health, 
State of Oklaho- 
ma, Oklahoma 
City. 

Before going 
to Cherokee in 
January 1946, 

Dr. Obermann 

was assistant 

superintendent 

of the State Hos- 

pital, Wood- 

ward, Iowa. Pri- 

or to that he was 

assistant physician at State Hospi- 
tal, Clarinda, Iowa. He is a mem- 
ber of the Iowa State and American 
Hospital Associations. 


Mrs. GELA HARMON SCHULTE, 
R.N., has resigned as administrator 
of the Lockwood General Hospital, 
Petoskey, Mich. Before going to 
Petoskey, Mrs. Schulte was assist- 
ant and superintendent of nurses, 
Fresno (Calif.) General Hospital; 
superintendent of nurses, Luther- 
an Hospital, Cleveland, and ad- 
ministrator and superintendent of 
nurses, Riverside Hospital, Padu- 
cah, Ky. Mrs. Schulte plans to re- 
tire, making her home in Paducah. 


‘THEODATE SOULE of the New 
York (N.Y.) Hospital has been ap- 
pointed president of the American 
Association ‘of Medical Social 
Workers. MAry BLANCHE Moss is 
executive secretary. 

ALMA WHITTEN has_ been ap- 
pointed director of nurses, Druid 
City Hospital, Tuscaloosa, Ala., ef- 
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fective January 1. Miss Whitten 
formerly was associated with the 
hospital as educational director 
and for the past two years has been 
with the Veterans Administration 
at Tuscaioosa. 


Dr. GreorGE F. STEPHENS was hon- 
ored December 3 at the official 
opening of larger quarters for the 
Quebec Hospital Service Associa- 
tion, Montreal. Dr. Stephens, for- 
mer general superintendent and 
secretary of Royal Victoria Hospi- 
tal and a past president of the 
American Hospital Association, was 
instrumental in organizing the first 
plan in Canada which was started 
in Manitoba. 


R. D. Brisspane has resigned as 
manager of Sutter General Hospi- 
tal, Sacramento, Calif., to become 
executive chairman of the board 
of trustees of a Sacramento insur- 
ance company and chairman of the 
hospital’s building committee for 
a children’s hospital. F. R. Murpuy, 
assistant manager and accountant 
at Sutter General since 1925, be- 
came Mr. Brisbane’s successor. 

T. ERNEST JOHNSTON has been ap- 
pointed superintendent of the 
Green County Hospital, Jefferson, 
Iowa, effective January 1. Mr. John- 
ston had been superintendent of 
the Barr Memorial Hospital, Til- 
den, Nebr., which closed December 
15 in favor of new construction 
contemplated in that area. 


E. VERNON RICH resigned as sup- 
erintendent of the Laconia (N.H.) 
Hospital, effective January 1, to 
accept the position of superintend- 
ent, Symmes Arlington Hospital, 
Arlington, Mass. Mr. Rich succeed- 
ed Nora Brown, R.N., who re- 
signed after 35 years of service as 
superintendent. 


Mrs. CALIsTA FULKERSON, R.N., 
formerly superintendent of the 
Douglas County Hospital, Omaha, 
Neb., has been appointed assistant 
superintendent, Butler County Me- 
morial Hospital, Butler, Pa. 


FRANKLIN D. Carr has resigned 
as superintendent of the Door 
County Hospital, Sturgeon Bay, 
Wis., to accept an appointment as 
administrator of the Waukesha 
(Wis.) Memorial Hospital. 


M. GrorGe AHEARN has been ap- 
pointed superintendent of Clark 
County Memorial Hospital, Jef- 
fersonville, Ind., succeeding KEn- 
NETH M. Pierce, who resigned. 
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GrorceE M. Ryan _ has _ been 
named superintendent of the 
Rockford _ (IIl.) 

Memorial Hos- 
pital. He was as- 
sistant director 
oftheJames 
Walker Memo- 
rial Hospital, 
Wilmington, N. 
C., until No- 
vember 15. Pri- 
or to that he 
was superintend- 
ent of the Cam- 
dem (S. C.) Hospital following his 
discharge from the U. S. Army in 
December 1945. 

Mr. Ryan succeeds Mrs. A. E. 
ALVERSON who has acted as superin- 
tendent since August 1 when STAN- 
Ley M. Witsey resigned to accept 
an assignment as director of insti- 
tutes for the Sister Kenney Foun- 
dation. 


KATHERINE RAGAN and LOUISE 
Wess have joined the staff of Hos- 
pital Consultants, Incorporated, 
division of Ross Garrett & Associ- 
ates. 

For the past five years Miss Rag- 
an was chief accountant and bud- 
get control officer of Wesley Mem- 
orial Hospital, Chicago; prior to 
that she was assistant to the chief 
accountant of Billings Hospital 
and general office manager of the 
Treasury Department, University 
of Chicago. 

During the past three years, 
while handling special survey as- 
signments at Wesley Memorial 
Hospital, Miss Webb was enrolled 
in the Northwestern University 
program of hospital administration. 


Dr. Guy PAYNE, superintendent 
and medical director of the Essex 
County Overbrook Hospital, Cedar 
Grove, N.J., recently resigned after 
44 years of service. Dr. SAMUEL 
W. HamILTon, formerly connected 
with the U. S. Public Health Serv- 
ice, Washington, D.C., succeeded 
Dr. Payne. 


AMELIA Cartson recently. re- 
signed as superintendent of St. 
John’s Hospital, Red Wing, Minn., 
to become superintendent of St. 
Olaf Hospital, Austin. Miss Carl- 
son had served as superintendent 
of St. John’s for more than 10 years. 


H. N. Lovic has resigned as su- 
perintendent of Carson C. Peck 
Memorial Hospital, Brooklyn, to 


become superintendent of St. 
Luke’s Hospital, Newburgh, N.Y. 


J. A. FRASER was appointed assist- 
ant superintendent of the Royal 
Victoria Hospital, Montreal, Can- 
ada, effective November 18. Mr. 
Fraser has been connected with the 
Royal Victoria Hospital for 28 
years, starting in 1919 as an ac- 
countant. He was made office man- 
ager in 1925. 

Ray S. Cark, a veteran of 
World War II who has had ten 
years experience in government 
and service hospitals, was made 
personnel officer of the Royal Vic- 
toria Hospital on November 24. 


WI1Lu1AM G. FoLLMER, consultant 
on accounting for the Rochester 
(N. Y.) Hospital Council, Inc., will 
serve the Hospital Association of 
Pennsylvania beginning January 
1. He will cooperate with Pennsyl- 
vania state departments in prepar- 
ing a new edition of “Institution 
Bulletin for Uniform Accounting 
for State-Aided General Hospitals.” 


Mrs. Dorotny T. Fora, former- 
ly superintendent of the New Mil- ' 
ford (Conn.) Hospital, is superin- 
tendent of the Knox County Gen- 
eral Hospital, Rockland, Maine. 


SiwnEY L. Moopy recently re- 
signed as superintendent of St. 
Luke’s Home and Hospital, Utica, 
N. Y., to become superintendent of 
the Carson C. Peck Memorial Hos- 
pital, Brooklyn. 


ANDREW C., JENSEN, superintend- 
ent of Fairmont Hospital of Ala- 
meda County, San Leandro, Calif., 
for 27 years, died on November 30. 
Mr. Jensen, who had been an active 
personal member of the American 
Hospital Association since 1927, 
was a Fellow of the American Col- 
lege of Hospital Administrators 
and a member of the Association 
of Western Hospitals. 


Dr. KincsLeY RosBeErts, medical 
economist and a leader in advanc- 
ing the group practice of medicine, 
died on November 21, at the Flow- 
er and Fifth Avenue Hospital, New 
York City, after a brief illness. Dr. 
Roberts, a member of the Amer!- 
can Hospital Association, was di- 
rector of Medical Administration 
Service, Inc., New York City, since 
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Perpetual Argument 


A few alumni of New York University recently pur- 
chased four business enterprises. Of the four, one 
makes piston rings, another spaghetti. The profits, if 
any, are paid to the school for educational purposes. 

Congressmen wonder if enterprises such as these 
should be tax exempt—whether there is danger that 
they might use their tax exemption to undersell com- 
petitors. They also wonder whether tax exempt co- 
operatives that buy and sell in direct competition with 
tax paying businesses should be taxed now. Finally 
they wonder if nonprofit tax exemption is being abused. 

The Ways and Means Committee of the House has 
been pondering the vigorous attacks upon such tax 
exempt groups for some time. ‘The committee did not 
seem concerned with hospitals’ exemptions, and dis- 
crete inquiry brought no hint of interest. 

Then one day, quite suddenly, the committee let 
go with an unexpected statement. Religious, charitable 
and educational groups had not asked to be heard. 
Did they, perhaps, believe that they should be taxed? 

That was near the end of November and the com- 
mittee was planning to recess in mid-December so 
members could be home for Christmas. 

Representatives of the American, Catholic and Prot- 
estant hospital associations quickly took up the chal- 
lenge (see Federal, Legislative). 

The three hospital leaders were well received. 
Though there were only a handful of spectators and 
committee members present, everything that was said 
was written into the record for all to read. All that 
will be missing from the record will be the air of 
dignity that prevailed. 

The committee was impressed. At the conclusion 
of a statement on behalf of the American Hos- 
pital Association by Graham L. Davis, Chairman 
Harold Knutson of Minnesota thanked him and said 
that the committee certainly would not wish to im- 
pede the efforts of any group of institutions helping 
to lift a burden from the government. 

In a Republican controlled House, Congressman 
Knutson is an influential man whose opinions are 
highly regarded. 

Several committeemen took the opportunity to ex- 
press sympathy with the voluntary hospital movement. 
They referred to specific hospitals in their own dis- 
tricts of which they have intimate knowledge. 

Once again an old issue apparently had been set- 
tled. The old arguments were put back on the shelf. 
Hospitals again had the opportunity to explain their 
side of the argument on a very important and com- 
plicated tax issue. 
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Rationing Prospects 


In spite of the dizzy price spiral, official Washing- 
ton looks cynically at the chances of returning even 
a small number of wartime business controls. ‘The 
real influences lie outside Washington though the 
promotions go on within. 

While there are principal shortages in steel and 
food, the supply of other products is rapidly coming 
into balance with demand. This is the outlook: Food 
producers will fight control unless other parts of the 
economy are controlled. Workers will resist any kind 
of wage control. At the same time, industry will op- 
pose price and profit controls vigorously. 

President Truman says he is opposed to “‘police state 
methods.” Traditional Republican policy is opposed 
to a controlled economy. Neither party wishes to kick 
any influential group of voters just before election, 
and the whole issue is highly flavored with politics. 

So not much is likely to happen. Only a strong 
threat of real war will change things. The threat, last 
month in Washington, was present but not strong. 


Potential Presidents 


The list of silent or avowed candidates for presi- 
dential nominations is long. The candidates’ attitudes 
toward health legislation are varied. This is the first 
of a series of brief comments about the men often 
mentioned in discussions of potential presidents. 

When he was younger, 57-year-old Earl Warren 
sometimes found it difficult to keep up with all the 
medical and hospital bills for his wife and seven 
children. Today, as governor of California and a 
possible Republican dark horse candidate, Earl War- 
ren remembers those days. ‘That may be one reason 
why he recommends compulsory health insurance 
laws for California. He has asked such measures of 
the last two legislatures. 

While advertised as proposals for the protection 
of low and middle-income groups from “catastrophic 
disability,” his measures go much further. There is a 
strong similarity of principle between his proposals 
and the compulsory Wagner-Murray-Dingell Bill. 

A year ago Governor Warren said, “We must have 
a system of prepaid medical care based upon the prin- 
ciple of insurance.” Last month in renouncing the 
nonpartisanship that has characterized his adminis- 
tration in California, the governor repeated that idea. 

If he were nominated and elected, the stand of 
Warren the president probably would be the same as 
that of Warren the governor. There is no reason to 
believe that he would change attitude by reason of 
changing residence from Sacramento to Washington. 
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Hearings on Tax Exemption 


As part of its study of tax exemp- 
tions, the House Ways and Means 
Committee has been interested in 
cooperative enterprises. Last month 
the committee wondered, for a 
while, about such nonprofit organi- 
zations as voluntary hospitals and 
Blue Cross plans, now tax-free. 
(See Washington Perspective.) 

To give Chairman Knutson and 
his group the story, representatives 
of the three major hospital asso- 
ciations journeyed to Washington 
and presented the facts. Those facts 
spoke for themselves. 

Graham L. Davis, president of 
the American Hospital Association, 
told the congressmen about the im- 
portance of the hospital’s function 
in the community. Then he threw 
them some unchallenged logic: “If 
the nonprofit hospital did not pro- 
vide care, government would have 
to do so. And our experience indi- 
cates that government can not pro- 
vide care as economically or eff- 
ciently as the voluntary institu- 
tion.” 

Mr. Davis said that the encour- 
agement provided by the Internal 
Revenue Code tax exemption “is 
very small in proportion to what 
it would cost government to pro- 
vide the service afforded by volun- 
tary institutions.” 

The Association’s president took 
the offensive. He recommended 
more leniency, not less. He suggest- 
ed that the 15 per cent exemption 
provisions of the charitable con- 


tributions and endowments tax 
should be increased to encourage 
more donations. 

Blue Cross: Mr. Davis described 
the growth and importance of 
Blue Cross, which now covers near- 
ly go million persons. He pointed 
out that about 82 per cent of Blue 
Cross income was returned to sub- 
scribers last year compared with a 
much lower commercial insurance 
return, 

“Blue Cross,” he said, “‘is increas- 
ing the number of persons who are 
self-reliant and able to pay the cost 
of their own hospital care.” Again 
he emphasized that without this 
protection many more __ persons 
would go to the government for 
care. He pointed out that “Blue 
Cross is helping to carry a huge 
burden, part of which would other- 
wise fall upon government.” 

Rev. Martin: Speaking for the 
American Protestant Hospital Asso- 
ciation, of which he is a past presi- 
dent, the Rev. John G. Martin, 
S.T.D., brought up the subject of 
social security revision to include 
hospital employees. In this connec- 
tion, he repeated a sentence from 
his 1946 testimony before the same 
committee: “We want our old peo- 
ple to have at least the same con- 
sideration for their own declining 
years as is given to other workers.” 

On the main issue, tax exemp- 
tion, Dr. Martin told the commit- 
tee: “When it is considered that 
the voluntary hospital system has 


WAITING TO testify on tax exemptions for nonprofit hospitals before the House Ways and 
Means Committee were: (left) Association President Graham L. Davis; the Rt. Rev. Msgr. 
Maurice F. Griffin, president of the Catholic Hospital Association; the Rev. John G. Mar- 
tin, S.T.D., past president of the American Protestant Hospital Association. (Reni photo) 
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been erected without expense to 
the government and that the car 
of patients is provided at great {i- 
nancial saving to the government, 
it is evident that any proposal to en- 
cumber the hospitals with taxes is 
unreasonable, unwise and contrary 
to the best interests of the people 
of the United States.” 

Msgr. Griffin: The Rt. Rev. Msgr. 
Maurice F. Griffin, president of the 
Catholic Hospital Association, tes- 
tified for his organization. 

The conclusion seems inescap- 
able,” he said, “that the service 
of the voluntary hospital is in reali- 
ty public service. This conclusion 
has been recognized by the Con- 
gress in granting exemption to 
these hospitals and agencies from 
the payment of federal income 
tax.” 

Monsignor Griffin cited the ris- 
ing costs of hospital operation and 
the decrease in large contributions 
and land grants. Contributions 
were larger when income taxes 
were lower, he said. “It seems that 
the voluntary hospital in the future 
will derive its financial support less 
from gifts and bequests. From now 
on... the voluntary hospital will 
have to depend more and more on 
other sources of revenue.” 


New Bills 


Although the special session of 
Congress was called to deal with 
stopgap foreign aid and with in- 
flation at home, a number of un- 
related bills have found their way 
into the legislative hopper. 

Among them are bills to repeal 
the tax on oleomargarine, another 
chapter in an old struggle. Several 
bills have been added to the grow- 
ing list of social security reforms 
introduced during the regular first 
session. Hospitals are interested in 
social security revisions as they may 
affect hospital employees. 

Of local interest to those in the 
District of Columbia are a pair ol 
companion bills to provide for vol- 
untary admission and treatment ol 
mental patients at Washington’s St. 
Elizabeth’s hospital. 

Rep. George H. Fallon, (D.) 
Maryland, has introduced a bill 
which would require the Veterans 
Administration to abandon its 
plans for a 1,000-bed tuberculosis 
hospital in Baltimore and build in- 
stead a 1,000-bed general medical 
and surgical hospital. 
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States and Grants-In-Aid 


At least seven states and one ter- 
ritory have passed legislation that 
allows the use of state funds to 
supplement federal money in the 
hospital construction program. Of 
these states, only three extend as- 
sistance to nonprofit hospitals, and 
this is being questioned now in one 
of the states. 

Include Nonprofit: In Alabama 
and North Carolina state funds are 
made available to both public and 
nonprofit hospitals. In Illinois the 
same provision is made, but there 
has been some question about the 
constitutionality of the nonprofit 
hospital provision, especially as re- 
gards sectarian institutions. 

California passed a grant-in-aid 
bill last May that authorized non- 
profit hospitals to participate in 
state funds, but a ruling from the 
state attorney general eliminated 
these voluntary hospitals from in- 
clusion because of unconstitution- 
ality. An attempt is now being 
made to amend the state constitu- 
tion. 

Public Only: Utah, Mississippi, 
New York and Alaska have passed 
laws authorizing state or territorial 
grants to public hospital projects 
but not to nonprofit institutions. 
The New York law has been on 
the statutes for a number of years. 

Bills: A brief review of the bills 
passed in each of the seven states 
and Alaska follows: 

ALABAMA— The Alabama _ law, 
No. 484 (H. 141), approved Sep- 
tember 29, 1947, authorizes expen- 
diture of three million dollars to 
match federal funds, providing 
there is a surplus in state revenues. 
State assistance is limited to one- 
third of the actual cost of the facil- 
ity, and both public and nonprofit 
hospitals are eligible. 

ALaskA—Chapter 90 (House Bill 
53), approved March 31, 1947, ap- 
propriates $165,000 of territorial 
funds to match federal money for 
construction of public hospitals. 
The law states that the money is 
for localities or municipalities 
Whose revenue is limited in scope 
“and for whom any attempt at 
community financing of such nec- 
essary project would entail unsur- 
mountable hardship.” Only public 
hospitals are included. 

CaLirorniA—Chapter 327 (Sen- 
ate Bill 353), approved May 21, 
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1047, makes no specific appropria- 
tion for state assistance for hos- 
pital construction but does author- 
ize such aid. The law allows aid to 
the extent of federal assistance, with 
a limit of one-third the total cost. 

While the law, as signed, includ- 
ed nonprofit hospitals, these insti- 
tutions are ineligible as the con- 
stitution of California expressly 
prohibits allocation of state funds 
to other than public projects. An 
attempt was made at the last session 
of the legislature to initiate a ref- 
erendum which would amend the 
constitution in this regard. 

ILLinois— House Bill 315, ap- 
proved in June 1947, authorizes 
state money to be appropriated to 
the extent of one-third of actual 
construction costs for both public 
and nonprofit hospitals. Senate Bill 
662 appropriated $4,675,000 for 
this purpose. While the legisla- 
ture’s intent to include nonprofit 
hospitals is clearly indicated, a pro- 
vision of the Illinois constitution 
prohibits use of public funds for 
designated sectarian purposes. 

Mississippi—House Bill 430, ap- 
proved April 10, 1946, authorizes 
state aid to the extent of 60 per 
cent for publicly-owned hospitals. 
It is expected that most projects 
will receive about one-third of total 
construction costs, but more can be 
granted in an emergency. Nonprofit 
hospitals are clearly ineligible. 
House Bill 433 of the same legisla- 
ture appropriated five million dol- 
lars for this aid and for administra- 
tive purposes. 

New York — Section 19 of the 
Public Health Law provides for 
state aid to counties for public hos- 
pital construction. State aid is au- 
thorized up to 50 per cent of total 
costs, and nonprofit facilities are 
not included. 

NortrH CAro.tInA— House Bill 
744, ratified April 5, 1947, author- 
izes the North Carolina Medical 
Care Commission to make grants to 
both public and nonprofit groups 
for hospital construction. In March, 
$6,250,000 was appropriated for 
this purpose for the biennium be- 
ginning July 1, 1947. 

Uran—Senate Bill 152, approved 
March 20, 1947, appropriates $375,- 
ooo to match federal funds for hos- 
pital construction. State aid is lim- 
ited to one-third of total construc- 


tion costs. The law is so worded 
that only political subdivisions of 
the state may participate in these 
matching funds. 


Applications 

Project construction applications 
under the Hill-Burton Act came 
into Washington steadily during 
November and December. By the 
middle of last month, two had been 
fully approved and 52 more had 
been approved in part. More than 
30 others were in district offices 
awaiting action. 

Of the 54 approved or partially 
approved applications, 45 were for 
new general and tuberculosis hos- 
pitals. Eleven of these were non- 
profit general hospitals, 31 were 
public general hospitals, three were 
public tuberculosis hospitals. 

Beds: The-45 new facilities will 
provide 2,226 new beds, an average 
of 49.46 beds each. They will cost 
$24,547,421, or an average of $545,- 
498.24 each. Average cost per bed 
amounts to $11,027.57. 

The eleven nonprofit general 
hospitals, with a total of 728 beds, 
will cost $8,899,587, or an average 
of $809,053 each. These nonprofit 
hospitals will average 66.18 beds, 
with an average bed cost of $12,- 
224.71. 

This bed cost is higher than for 
the 31 public general hospitals, 
which will average $10,316.37 per 
bed. These public hospitals will 
have an average of 39.29 beds each, 
a total of 1,218 beds. Total cost 
for these institutions will be $12,- 
565,320, an average cost of $405,- 
$32.90. 

Bed cost for the three public 
tuberculosis hospitals will average 
$11,008.97, each hospital averaging 
93.33 beds for a total of 280 beds. 
These hospitals will cost $3,082,514, 
an average cost of $1,027,504.66. 

A complete listing of these appli- 
cations begins on page 134. 

State Plans: By mid-December, 23 
state plans had been approved and 
signed by the surgeon general. Late 
in November plans were approved 
for Georgia, South Dakota and Wis- 
consin. December approvals includ- 
ed Arkansas’ and Massachusetts. 
Connecticut’s plan reached Wash- 
ington on December 8, but had not 
been approved by the middle of the 
month. Plans for Louisiana, Mary- 
land, New Jersey and Virginia were 
then in district offices. 
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Baruch Plan for Health Insurance 


New Yorkers recently heard 
Bernard M. Baruch, the “elder 
statesman,” advocate a modified 
form of health insurance. While he 
did not present an avowed endorse- 
ment of current compulsory health 
insurance legislation, his proposal 
does follow the basic principle of 
compulsion. Under his recommen- 
dation, only part of the cost—for 
low and middle-income groups— 
would be borne by government. 
Both patients and doctors would 
be given more freedom of choice 
than they would have under the 
measure now being considered by 
the Senate subcommittee. 


The 77-year-old adviser to presi- 
dents spoke at a dinner honoring 
Associated Hospital Service, New 
York’s Blue Cross and medical serv- 
ice plans. Sponsored by the Medi- 
cal Society of the State of New 
York, the Coordinating Council of 
the Five County Medical Society 
and the Greater New York Hospi- 
tal Association, the dinner was at- 
tended by 600 medical men and 
hospital administrators. 


Mr. Baruch praised the progress 
of medicine and the rise of volun- 
tary health and hospitalization in- 
surance. But, he said, ““What troub- 
les me most, are the needs of that 
sizable segment of society which 
does not earn enough to pay for 
voluntary insurance.” 


Compulsion: He would remedy 
this situation through compulsory 
health insurance. “‘As to financing,” 
he said, “my own preference runs 
toward the government meeting 
only part of the cost, with part 
coming from employers and work- 
ers.” 

While admitting potential dan- 
gers in government control, Mr. 
Baruch was confident that, by 
taking adequate safeguards, the 
program could be developed “with- 
out involving what has_ been 


termed ‘socialized medicine’. 


“The needs can be met as in 
other fields,” he said, ‘‘without the 
government taking over medicine, 
something I would fiercely oppose.” 


In agreement with the medical 
profession, Mr. Baruch wants a 
free choice of doctors by the pa- 
tient. “Some say many people do 
not know how to pick their doctors. 
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So with any human activity. The 
best insurance against poor choice 
is improving the general quality of 
all doctors. But, good or poor, it 
must be the patient’s choice, no one 
else’s.” 


Mr. Baruch did not refer to 
S.1320, the current compulsory 
health insurance bill now before 
Congress. In many ways his plan 
was different. For one thing his 
proposed system would be financed 
only in part by the government and 
would not be all-inclusive. For an- 
other he would move more slowly. 
“Since doctors, nurses, technicians 
and hospitals already are strained,” 
he said, “such insurance probably 
would have to move in stages.” 


Other Recommendations: Compul- 
sory health insurance was but one 
of 12 recommendations made by 
Mr. Baruch. Among them was a 
proposal for a complete survey to 
modernize medical education, with 
greater emphasis on chronic and de- 
generative diseases, mental hygiene 
and preventive medicine. 


He attacked overspecialization 
among doctors of medicine, recom- 
mending more general practition- 
ers. For those who can afford it, he 
asked for greater stress on volun- 
tary health insurance. 

Mr. Baruch endorsed the idea of 
a new cabinet post for health, edu- 
cation and social security, and he 
suggested a “nonpolitical watchdog 
committee to safeguard progress in 
medical care for veterans.” 





BERNARD BARUCH, who spoke at a dinner 
which celebrated the progress of New York 
City's Association Hospital Service. The sub- 
ject of his address was health insurance. 








This committee, to consist of 
both doctors and laymen, would 
watch over the veterans’ medical 
program “so the ground so ardu- 
ously gained may not be lost when 
someone replaces General Bradley.” 
In this connection, he had words 
of praise for the work of Paul R. 
Hawley, M.D., as medical director 
of the veterans’ program. Referring 
to General Bradley and Dr. Haw. 
ley, he said, “They would never 
have accomplished their good work 
had they not refused to allow the 
politicos to move in on them.” 


San Francisco 


On November 26 the goo doctors 
who resigned from the panel of the 
San Francisco Health Service Sys- 
tem still refused to sign a new con- 
tract. The doctors withdrew from 
the plan, which provides compul- 
sory health insurance to 12,000 city 
employees, on November 10. One 
hundred four physicians did not 
resign. 

System officials have offered to 
meet with the San Francisco Coun- 
ty Medical Society in an effort to 
compromise. According to Anthony 
B. Diepenbrock, M.D., medical so- 
ciety president, the doctors will not 
meet with the health service board 
until the system is “changed from 
a compulsory health system to a 
voluntary system.” 


Such a change in the plan wouid 
require a charter amendment that 
would have to be approved by San 
Francisco voters. 


The county medical society has 
said that if the Health Service Sys- 
tem would support such an amend- 
ment, its members would resume 
treatment of patients before a new 
contract could be signed. 


Additional Payment 


The 260 hospitals in the Greater 
New York area that are affiliated 
with the Associated Hospital Serv- 
ice, New York’s Blue Cross plan, 
have had their share of financial 
difficulties. 


To help meet these deficits, the 
Associated Hospital Service has 
granted an additional payment of 
$1,300,000 to these institutions. 
‘This grant, according to AHS Presi- 
dent* Louis H. Pink, will serve to 
adjust differences that may exist 
between Blue Cross payments and 
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the hospitals’ regular charges to 
the public. 


Murray Sargent, president of the © 


Greater New York Hospital Associ- 
ation, expressed his gratification 
for the increase. “In spite of infla- 
tion,” he said, “our hospitals will 
continue to cooperate to the fullest 
extent with the Associated Hospital 
Service and maintain the Blue Cross 
objective of granting its members 
the finest hospital care available 
anywhere in the world.” 


Education Session 


Plans for the public education 
session at the Tri-State Hospital 
Assembly, May 3-5 at Chicago, are 
being made by Lawrence C. Wells, 
manager of the Blue Cross Commis- 
sion’s Public Relations department. 
Mr. Wells has been named chair- 
man of that session. 

Interpreting the hospital to the 
public will be the theme of the 
meeting. How the hospital fits into 
the community pattern as an in- 
strument to preserve and improve 
the community’s health will be dis- 
cussed, An explanation of some of 
the hospital problems and how a 
hospital functions also is on the 
program. 

Three techniques in public in- 
formation will be given a practical 
treatment at the session. These in- 
clude motion pictures, radio and 
printed material, and how these 
devices can be applied by a hospital 
in doing its job of public informa- 
tion. 

Experts in the three media will 
appear on the program. 


Transformation 


Beginning this month the Blue 
Cross Bulletin will have a new style 
and format. The change in the Blue 
Cross Commission’s publication was 
made primarily because more and 
more plans were using the old Bul- 
letin as an external mailing piece. 
Under the changed policy, more 
news of general interest to the pub- 
lic and more information on gen- 
eral trends in the nonprofit prepay- 
ment health field will be included. 

The Bulletin, which hereafter 
will be issued bi-monthly, will fol- 
low newsmagazine style to some ex- 
tent, both editorially and appear- 
ancewise. 

The new design and content of 
the Bulletin were set up by Law- 
rence C. Wells, public relations 
manager of the commission. Typo- 
graphical advice and consultation 
were provided by G. R. Blakley, 
manager of the Association’s publi- 
cations department. 
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Construction 


The Army’s Corps of Engineers, | 


which still handles some veterans’ 
hospital contracts, has awarded con- 
tracts for two more hospitals and 
is advertising for bids on several 
more. 

The contract for the main struc- 
ture of the 250-bed general hospi- 
tal at Shreveport, La., was let re- 
cently for $6,920,080. The electrical 
contract went for $489,968, and the 
elevator contract brought a low bid 
of $292,600. 

The contract for the main build- 
ing of the 1,000-bed general hospi- 
tal at Buffalo was let last month for 
$9,287,000. The heating and venti- 
lating contract went for $1,334,497, 
and the plumbing contract brought 
a low bid of $1,297,344. A bid of 
$45,000 secured the contract for 
outside electrical and telephone fa- 
cilities. 

The Corps of Engineers also an- 
nounced a stepped-up program for 
advertising for construction bids on 
15 other hospitals; those at Clarks- 
burg, W. Va.; Big Spring, Texas; 
Grand Island, Neb.; Fort Wayne, 
Ind.; Poplar Bluff, Mo.; Iron 
Mountain, Mich.; Omaha; Beckley, 
W. Va.; Wilmington, Del.; Altoona, 
Pa.; Albany; Little Rock, Ark.; 
Wilkes-Barre, Pa.; Erie, Pa.; and 
Newark, N. J. 

Recapitulation: Last month, the 
administration issued a recapitula- 
tion of all veterans’ bed-producing 
projects, including existing hospi- 
tals and homes and transferred mil- 
itary and other hospitals in opera- 
tion or approved. 

The report lists 126 hospitals and 
homes now in operation, including 
33 military and other hospitals 
transferred to the administration. 
These hospitals and homes have a 
bed capacity of 118,053, but not all 
these beds are in use because of 
personnel shortages, repairs and 
alterations. 

Ninety-two new hospitals were 
listed in the construction program. 
Two have been completed, the 
1,172-bed neuropsychiatric hospital 
at Tomah, Wis., and the 477-bed 
neuropsychiatric hospital at Leba- 


‘non, Pa., a total of 1,649 beds. 


As of December 12, 11 new hos- 
pitals were under contract, totaling 
7,671 beds. Seventy-five sites for new 
hospitals had been approved by the 
President and the Federal Board 
of Hospitalization. 


Additions in the administration’s 
construction program numbered 42, 
totalling 13,310 new beds. Thirty 
additions have been completed, a 
total of 9,428 beds, and two more 
additions are under construction. 
These will provide 1,237 new beds. 
Ten additions are planned but not 
under construction, adding up to 
2,645, new beds. 

The recapitulation lists ten Con- 
gressional acts as sources of funds, 
with a total of $1,003,847,564 avail- 
able for construction of new hos- 
pitals. 

More Politics: Political pressure is 
still being brought on the adminis- 
tration in the matter of locating 
veterans’ hospitals (HospiTacs, Oc- 
tober, page 124). Last month Rep. 
George H. Fallon, Maryland Dem- 
ocrat, introduced a bill to prevent 
construction of a proposed 1,000- 
bed tuberculosis hospital in Balti- 
more. He and his constituents want 
a 1,000-bed general medical and 
surgical hospital instead. 

After successfully blocking use of 
the A. M. Nevius tract in Arling- 
ton, Va., for a 750-bed general hos- 
pital in the District of Columbia 
area, Rep. Howard Smith, (D.), Vir- 
ginia, has changed his mind and 
decided it’s all right to build the 
hospital there. Now, however, it 
will require a new act of Congress, 
as Representative Smith was re- 
sponsible for a clause in the last 
Veterans Administration appropria- 
tion bill which expressly . prohibits 
construction of a hospital on that 
site. 

Original reasons for blocking con- 
struction was the reluctance of Ar- 
lington County to lose the tax in- 
come from the 24-acre plot. By the 
time Representative Smith brought 
the House Appropriations Commit- 
tee around to his way of thinking, 
however, the land had already been 
condemned and taken over by the 
government. So it couldn’t be given 
back and Arlington County had al- 
ready lost it as a tax-revenue source. 


Change in Command 


Gen. Omar N. Bradley’s resig- 
nation as head of the Veterans Ad- 
ministration surprised no one. Pres- 
ident ‘Truman’s appointment of 
Carl R. Gray Jr., as General Brad- 


ley’s successor, surprised nearly 
everyone (Hospitats, December, 
page 111). 


Many names had been mentioned 
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for the job. Some were Paul R. 
Hawley, M.D., the agency’s medical 
director; Maj. Gen. Harry H. Vaug- 
han, President Truman’s aide; Maj. 
Gen. Lewis B. Hershey, former 
head of selective service—but Mr. 
Gray, vice president of the Chicago 
and North Western Railway, re- 
mained a dark horse. 

Another Resignation: A few days 
after the appointment of Mr. Gray, 
Dr. Hawley did what he has wanted 
to do for a long time; he resigned, 
effective December 31. He made it 
clear that Mr. Gray’s appointment 
had nothing to do with his de- 
cision. “I have known Carl for 
many years,” he said, “both as a 
personal friend and as a good friend 
of medicine. This selection is the 
finest that could have been made, 
and it promises continued support 
for the medical service.” 

Dr. Hawley has wanted to return 
to private medicine for a long time. 
General Bradley persuaded him to 
“stay and help put this medical 
program over to a point where it 
would not collapse or go backward” 
when he quit. That time had come. 
Dr. Hawley, while still “not satis- 
fied” with the medical program, 
modestly said that “any reasonable 
assay would show that we should 
not be discontented with the prog- 
ress that has been made.” 

The most important thing at the 
moment, he said, is to improve the 
outpatient clinics, “which have 
been more difficult to improve than 
the hospitals themselves. We are 
not satisfied with the standards in 
the outpatient clinics. However, 
there is a program under way which 
we are hopeful will greatly improve 
those standards.” 

When Dr. Hawley resigned, he 
hoped to rest a while, then enter 
private medicine. But the ink was 
scarcely dry on his letter of resigna- 
tion when he had a new job, this 
time without pay. 

Secretary of Defense James For- 
restal asked Dr. Hawley to recom- 
mend plans for coordinating the 
medical services of the Army, Navy 
and Air Force. He will act as chair- 
man of a committee whose other 
members are the surgeons general 
of the three services. 

General Bradley, who will be 
Army Chief of Staff when Gen. 
Dwight D. Eisenhower retires, 
praised Dr. Hawley’s accomplish- 
ments. “When I asked you, more 
than two years ago, to take over the 
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staggering problem in_ providing 
good medical treatment and care 
for the thousands of veterans who 
would come to our hospitals and 
clinics,” he told Dr. Hawley, “I 
had full faith in your ability to do 
a competent job. But I did not dare 
hope for the brilliant, lasting re- 
sults you have achieved... Through 
your own integrity of purpose and 
insistence upon high medical stand- 
ards, you pioneered in a brilliantly 
conceived cooperative program be- 
tween government and medicine, 
a program which has _ brought 
health and the promise of happier 
lives to sick and disabled veterans. 
As a doctor, soldier and administra- 
tor, you have served your country 
and your fellow men well.” 

A Successor? Hospital people 
were wondering who would replace 
Dr. Hawley. Last month, no one 
could or would tell. When asked, 
General Bradley said that it would 
be a matter for Mr. Gray to deter- 
mine. The new administrator was 
to assume his duties January 1. 

In Chicago last month, Mr. Gray 
said it would be “inappropriate 
and presumption on my part to 
make any statement .. . until after 
my appointment has been con- 
firmed by the Senate and I have 
been sworn in.” He was, however, 
“most willing to say how highly I 
esteem the friendship of Gen. Paul 
Hawley and how greatly I recog- 
nize the tremendous capacity and 
ability which is his.” The new ad- 
ministrator, himself a former major 
general, said he “keenly regrets” 
the necessity for Dr. Hawley’s re- 
tiring from the administration. 

The most prominent name men- 
tioned as a successor to Dr. Haw- 
ley is that of Paul B. Magnuson, 
M.D., present agency chief of pro- 
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fessional services. Dr. Magnuson is 
a noted Chicago orthopedic surgeon 
and the originator of the deans 
committee system, through which 
veterans’ hospitals are linked with 
major medical schools and centers. 


Prima Facie Evidence 


As of January 1 so-called “prima 
facie” evidence will not be accepted 
as sufficient proof for veterans to 
establish service-connection for hos- 
pitalization. 

Until now veterans have been 
able to claim  service-connection 
for a disability requiring hospital- 
ization or other medical or dental 
treatment. The veteran was ad- 
mitted to the hospital on the basis 
of this claim, and an investigation 
was conducted later to determine 
service-connection. Even if the in- 
vestigation showed that his disabil- 
ity was not due to military service, 
however, he was not made to leave 
the hospital. 

Under the new regulations, a 
veteran must prove service-connec- 
tion before being admitted as a 
service disability. If an investiga- 
tion shows no evidence of service- 
connection, he must take his place 
at the end of the list of avowed non- 
service disability patients. 

The January 1 deadline gave vet- 
erans a full year after the President 
announced the end of hostilities in 
which to secure treatment on the 
presumption of service-connection 
based on prima facie evidence. 


Women Patients 


Not all of the 106,000 veterans 
in hospitals are men. During the 
past 15 months, an increase of go5 
women patients was recorded. In 
October, 2,035 women veterans 
were hospitalized at government ex- 
pense. Of these, 1,230 were in vet- 
erans’ hospitals, the remaining 805 
were in other institutions. 

In addition 238 women were in 
veteran’s domiciliary homes, mak- 
ing a total of 2,273 women patients 
under administration care in Oc- 
tober. 

Of the 2,035 women under ad- 
ministration hospital care in Oc- 
tober, 1,432 were veterans of World 
War II. October’s total of women 
in hospitals included 246 tubercu- 
losis patients, 502 psychotics, 135 
with other neuropsychiatric disor- 
ders and 1,152 general medical and 
surgical patients. 
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Mid-Year Conference Program 


Public relations will be the cen- 
tral theme of the Association’s 
seventeenth Mid-Year Conference 
of Presidents and Secretaries, Feb- 
ruary 6-7 at the Drake Hotel, Chi- 
cago. Planned especially for officials 
of state and regional hospital associ- 
ations, the Mid-Year Conference is 
an annual event at which leaders of 
hospital associations in the United 
States and Canada get together to 
exchange ideas and experiences. 

Because associations can do a 
great deal to help individual hos- 
pitals get their basic messages across 
to the public, the program for the 
1948 conference is being arranged 
to relate some of the important 
aspects of public relations to hos- 
pital association activity. 


Program Divisions: There are five 
main divisions of public relations 
problems scheduled for discussion 
during the two-day meeting. These 
are: Hospital-nursing relationships, 
the individual hospital and nation- 
al and state government trends, ac- 
tive participation by all members 
in association programs, and closer 
cooperation with other groups hav- 
ing similar interests. 

Special programs are being ar- 
ranged for Friday and Saturday 
luncheon meetings and for an off- 
cial dinner on Friday evening. Ap- 
plication of the fundamentals of 
good public relations will be dis- 
cussed by a guest speaker at the 
Friday luncheon. Another guest 
will speak on planning a hospital 
system through associations at noon 
Saturday, and a guest also will ad- 
dress the dinner audience. 


The conference will open Friday 
morning with a session on hospital- 
nursing relationships and how as- 
sociations can assist in solving this 
problem. Meetings are scheduled 
for that afternoon and Saturday 
morning. The Saturday luncheon 
will officially end the conference. 


Speakers for the conference will 
be members of the Association staff 
and experts in the public relations 
field as well as persons who have 
done an outstanding job in some 
phase of public relations. In addi- 
tion to the lectures, time will be 
allowed for group discussion of 
cach of the main subject divisions. 


About a hundred persons, rep- 
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resenting some 60 local, state and 
national organizations, are expect- 
ed to attend the conference. Ar- 
rangements are being made by the 
Council on Association Relations. 


Convention Plans 

Preliminary plans for the Asso- 
ciation’s fiftieth annual convention 
were made at the first meeting of 
the President’s Program Planning 
Committee, December 8 at New 
York City. The convention is to be 
held September 20-23 at Atlantic 
City. 

Included in the program will be 
speeches by men in the fields of 
health, education, government, in- 
dustry, medicine and science. It is 
planned to have more commercial 
and educational exhibits than ever 
before. The exhibits, which are in 
effect a hospital supply and exhibit 
mart, give department heads and 
trustees as well as administrators 
their only chance each year to see 
the latest in equipment and tech- 
niques. 


Committee: Graham L. Davis, 
Association president and director 
of the hospital division of the W. K. 


PPP III III LI IO OO 


1948 NOMINATIONS 


Persons wishing to submit names 
for consideration by the Committee 
on Nomination of Officers will have 
a chance to do so February 6-7. Ap- 
pointments may be made for that 
time when the committee will hold 
its first deliberations on 1948 As- 
sociation officers. The committee 
meeting is scheduled for the same 
time as the Mid-Year Conference, 
and will be held at the Drake Hotel, 
Chicago. 

Suggestions that have been mailed 
to committee members also will be 
considered at the meeting. Mail 
suggestions should be sent to a 
member of the nominating commit- 
tee before February 6. Committee 
members and addresses are: 

Herbert A. Black, M.D., Parkview 
Hospital, Pueblo, Colo. (chairman); 
Frank J. Walter, Good Samaritan 
Hospital, Portland, Ore.; Grace T. 
Crafts, R.N., Madison (Wis.) Gen- 
eral Hospital; Donald C. Smelzer, 
M.D., Germantown Dispensary and 
Hospital, Philadelphia; Fred M. 
Walker, Fulton-DeKalb Hospital 
Authority, Atlanta. 








) 





Kellogg Foundation, Battle Creek, 
Mich., is chairman of the planning 
committee. Members are: 

Edwin L. Crosby, M.D., director 
of Johns Hopkins Hospital, Balti- 
more; The Rt. Rev. Msgr. Maurice 
F. Griffin, president of the Catholic 
Hospital Association, Cleveland; 
John H. Hayes, superintendent of 
Lenox Hill Hospital, New York 
City, and immediate past president 
of the Association; Anson C. Lo- 
witz, vice president of the J. Walter 
Thompson Company, New York 
City; Adm. Ross T. McIntire, 
(MC) U. S. N. (Ret.), American 
Red Cross, Washington, D. C. 

Others are Claude W. Munger, 
M.D., director of St. Luke’s Hospi- 
tal, New York City; Joseph G. 
Norby, administrator of Columbia 
Hospital, Milwaukee, and Associa- 
tion president-elect; “Thomas Par- 
ran, M.D., surgeon general of the 
U. S. Public Health Service, Wash- 
ing, D. C.; Donald C. Smelzer, 
M.D., director of Germantown Dis- 
pensary and Hospital, Philadel- 
phia, and Charles F. Wilinsky, 
M.D., executive director of Beth 
Israel Hospital, Boston. 

Hotel reservation applications 
and some details of the convention 
program were sent to Association 
members last month. 


Council Assignments 


R. F. Whitaker, superintendent 
of Emory University (Ga.) Hospital 
has been named a member of the 
Council on Public Relations. He 
replaces O. G. Pratt, executive di- 
rector of Rhode Island Hospital, 
Providence, who has accepted an 
assignment as a member of the 
Council on Prepayment Plans and 
Hospital Reimbursement. 

The Rev. George Lewis Smith, 
director of hospitals for the diocese 
of Charleston, S.C., is another new- 
ly-appointed member of the Coun- 
cil on Prepayment Plans and Hos- 
pital Reimbursement. 


For Recruitment 


Mrs. Emily K. Johnson, for- 
merly public relations director for 
the Nursing Information Bureau, 
joined the American Hospital As- 
sociation staff on December 1. She 
is serving as .liaison between the 
Association and the Advertising 
Council and its volunteer agency, 
the J. Walter Thompson Company, 
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in the expanded nurse recruitment 
program. 

In addition Mrs. Johnson will 
assist the many national civic and 
health organizations that have en- 
dorsed the recruitment drive in 
promoting the program to their 
memberships. 

Before accepting a public rela- 
tions position with the Nursing In- 
formation Bureau a year and a half 
ago, Mrs. Johnson did public rela- 
tions and was the recruitment rep- 
resentative for the Cadet Nurse 
Corps in District No. 1. Previously 
she had held public relations posi- 
tions with the Community Fund, 
the Boston Metropolitan Chapter 
of the American Red Cross and the 
the New England Medical Center. 
She attended Wheaton College at 
Norton, Mass. 

Mrs. Johnson began her work on 
the nurse recruitment program 
December 1 on a part time basis. 
She will spend full time beginning 
February 1. Her headquarters are 
at the Association’s New York City 
office, 11 W. 42nd Street. 


Committee Name 


A committee to which the Associ- 
ation sends a representative has re- 
ported a change of name. It is now 
the Council on Tuberculosis Nurs- 
ing—Joint Tuberculosis Nursing 
Advisory Service Committee of the 
National League of Nursing Educa- 
tion, National Organization for 
Public Health Nursing on Tuber- 
culosis Nursing, and the National 
Tuberculosis Association (cooper- 
ating agency). 

Formerly the committee was 
known as the Council on Tubercu- 
losis Nursing—Joint Committee of 
the National League of Nursing 
Education and National Organiza- 
tion for Public Health Nursing on 
Tuberculosis Nursing. Association 
participation comes under activi- 
ties of the Council on Professional 
Practice. 
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Fellowship Plans 


The Association’s program of in- 
ternational fellowships in hospital 
administration has been moving 
forward since its announcement 
last spring (Hospirats, June, page 
128). The University of Michigan, 
which will provide an eight-week 
orientation course in English, now 
is considering plans to include a 
basic course in accountancy, in this 
period. This orientation course, to 
precede the regular course in hos- 
pital administration, is scheduled 
to begin in June. 

At the end of the eight-week 
course at Michigan, the ten Central 
and South American students that 
are expected this year will go to 
other colleges for a nine-month 
course in hospital administration. 
They then will serve a year’s intern- 
ship at a recognized hospital and 
will visit other hospitals. At the 
end of the internship period, they 
will return to their home countries 
to work as administrators or to 
teach university classes. 

Eligibility: Io qualify for the 
training, a student must hold a 
doctor’s degree or have an educa- 
tion comparable to that afforded by 
United States universities giving 
baccalaureate degrees. 

An acceptable knowledge of Eng- 
lish is a basic requirement. Prefer- 
ence will be given students with 
some hospital administration ex- 
perience or those who plan to con- 
tinue in administration. 

Screening boards for selection of 
students have been established in 
foreign countries by the Institute 
of International Education. 

All applicants must be approved 
by the Association’s Committee on 
Inter-American Fellowships in Hos- 
pital Administration. Committee 
members are Dallas G. Sutton, 
M.D., Rear Admiral (Rt.), M.C., 
U.S., of the Washington Service 
Bureau, chairman; Donald C. 
Smelzer, medical director of the 
Germantown Dispensary and Hos- 
pital, Philadelphia, and Howard E. 
Bishop, superintendent of Robert 
Packer Hospital, Sayre, Pa. This 
group will plan and carry out the 
training program. 

In addition to passing on ap- 
plicants, the committee will, on re- 
quest, evaluate candidates for hos- 
pital administration courses under 
the U. S. Department of State’s In- 
stitute of Inter-American Affairs. 





Development: The program has 
developed from the increasing rec- 


ognition given hospital administra 
tion as a profession. Nine American 
universities have opened courses in 
hospital administration that lead 
to a degree. Chile and other South 
American countries are planning 
similar courses. 

The fellowship program is being 
provided by the Association and 
the W. K. Kellogg Foundation 
through the Institute of Interna- 
tional Education and various col- 
leges in the United States. The 
State Department is cooperating. 

Tuition, subsistence, per diem ex- 
penses during field trips and_ the 
cost of textbooks will be provided 
by the Kellogg Foundation. For- 
eign travel budgets will be met by 
the State Department within the 
limits of its budget. 


Yale Course 


A news story on courses in hos- 
pital administration that was pub- 
lished last month included the Yale 
University course as one of three 
that opened in December. The Yale 
course started in September at the 
beginning of the regular fall term 
of the medical school. 


New Bulletin 


With the idea of stimulating 
clinical studies and other research 
projects by house officers, Cincin- 
nati’s Christ Hospital has begun 
publication of a quarterly bulletin 
as a medium for publishing original 
papers by its staff. 

The Christ Hospital Medical 
Bulletin is intended primarily as 
an aid to the hospital’s intern and 
resident educational program but 
also is being distributed to selected 
hospitals in Ohio and nearby states 
and the medical schools of the 


United States and Canada. 


Some copies are going to pro- 
fessional men interested in Christ 
Hospital and to interested organiza- 
tions. The Library of Congress also 
has asked to be placed on the mail- 
ing list. 


College Institute 


The second southern institute for 
hospital administrators to be con- 
ducted by the American College of 
Hospital Administrators will meet 
March 22-27 at Duke University, 
Durham, N. C. 
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Meetings for College of Surgeons 


Six sectional meetings of the 
American College of Surgeons have 
been announced for the first half 
of this year. Hospital personnel, the 
medical profession at large and fel- 
lows of the college are eligible to 
attend. 

Each meeting, to cover both hos- 
pital and medical fields, will last 
two days. The hospital conference 
will include such subjects as the 
increasing use of hospitals, expan- 
sion of hospital facilities, higher 
standards of training for hospi- 
tal administrators, improvement in 
personnel policies, the increasing 
cost of hospital service and better 
rural hospital service. 

Other topics in the hospital con- 
ference schedule are coordination 
of the hospital with other health 
and welfare activities in the com- 
munity, Blue Cross and medical 
service plans, decreasing the aver- 
age hospital stay, participation of 
hospitals in cancer control, ad- 
vances in physical medicine, in- 
creasing importance of chemother- 
apy, nutrition in relation to 
disease, changes in nursing service, 
improved status for the general 
practitioner, decreasing rates of 
deaths, infections and complica- 
tions. Also included is care of 
chronic and psychiatric patients, 
advances in professional services, 
medical staff organization, the pro- 
fessional audit and the point rat- 
ing system. 

Places and dates for the meetings 
are: ToLepo, January 20-21, Com- 
modore Perry Hotel; ATLANTA, Jan- 
uary 26-27, Ansley Hotel; OKwa- 
HOMA City, January 30-31, Okla- 
homa Biltmore Hotel; DENver, 
March 1-2, Cosmopolitan Hotel; 
MINNEAPOLIS, March 15-16, Hotel 
Nicollet; Hatmrax, May 17-18, The 
Nova Scotian. 


Polio Conference 


The first international poliomye- 
litis conference will be held July 
12-17, at the Waldorf-Astoria Hotel, 
New York City. The National 
foundation for Infantile Paralysis, 
conference sponsor, has asked the 
U. $. State Department to request 
that 60 foreign governments send 
(iclegates. 

Official host to these delegates 
will be Basil O’Connor, president 
0! the foundation. Surgeon General 
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Thomas Parran, M.D., will preside 
at the session. 

The program includes scientific 
and technical papers on poliomye- 
litis research, panel discussions, a 
film series, scientific exhibits and 
demonstrations of muscle testing 
and treatment procedures. 


Hospital Pharmacists 


New officers were elected by the 
American Society of Hospital Phar- 
macists in a mail vote last month. 
Named were: 

President-elect, W. Arthur Pur- 
dum, Johns Hopkins Hospital, 
Baltimore; vice president-elect, 
Geraldine Stockert, Monmouth Me- 
morial Hospital, Long Branch, 
N. J.; secretary-elect, J. R. Cath- 
cart, Chester County Hospital, 
West Chester, Pa.; treasurer-elect, 
Sister Jeanne Marie, St. Elizabeth’s 
Hospital, Youngstown, Ohio. 

The new officers will be installed 
at the annual pharmacists’ conven- 
tion in San Francisco, the week of 
August 8. The incumbent presi- 
dent is John J. Zugich, Grace- 
New Haven (Conn.) Community 
Hospital. 


Michigan 


The first conference of the Mich- 
igan Hospital Association met 
November 10-11 at Traverse City. 
The conference included presen- 
tation of papers, discussion for- 
ums, a business meeting of the as- 
sembly, a breakfast session of the 


American College of Hospital Ad- 
ministrators, an official banquet 
and luncheon. 

Subjects covered during the two- 
day meeting were nursing service 
in Michigan hosnitals, financial 
headaches of today and tomorrow, 
expansion of hospital facilities and 
legislative plans. 

Leonard H. Schomberg, business 
manager of Little Traverse Hospi- 
tal, Petoskey, is president and Allan 
Barth, Lansing, is executive secre- 
tary of the association. A member 
of the Tri-State Hospital Assem- 
bly, the Michigan group customari- 
ly elects new officers during the 
May Tri-State meeting. 


Kansas 


The annual meeting of the Kan- 
sas Hospital Association was held 
November 20-21 at Wichita, with 
the state association of nurse an- 
esthetists and the Kansas chapter 
of the medical record librarians 
meeting concurrently. 

Among subjects covered at the 
hospital association meeting were 
the state licensure program, co- 
operation in meeting the increased 
demand for nurses, hospital - Blue 
Cross relations, trustees and public 
relations. 

Charles B. Newell, business man- 
ager of the University of Kansas 
Hospital, Kansas City, was re-elect- 
ed association president. Other of- 
ficers are: President-elect, Mrs. De- 
Lora Rodeen, R.N., superintendent 
of Stormont Hospital, Topeka; 
first vice president, Mrs. Mary Dun- 





AMONG PERSONS attending the November Michigan Hospital Association meeting were: 
(left, standing) James Dack, Battle Creek, Dr. E. Dwight Barnett, Detroit; Dr. Kenneth B. 
Babcock, Detroit; B. D. Dann, Muskegon; Rev. W. C. Perdew, Kalamazoo; Bennett McCarthy, 
Traverse City; (seated, left) Ronald Yaw, Grand Rapids; Leonard H. Schomberg, Petoskey; 
A. Barth, Lansing; Sister Marie Bernard Masterson, Detroit; Dr. A. C. Kerlikowske, Ann Arbor. 
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den, R.N., superintendent of Law- 


rence Memorial Hospital; second 
vice president, Elmer Ahlstedt, sup- 
erintendent of Asbury Hospital, 
Salina; secretary-treasurer, Sister 
M. Euthalia, superintendent of 
Providence Hospital, Kansas City. 
Mrs. Zelma Smith, superintend- 
ent of Russell City Hospital, was 
named delegate to the American 
Hospital Association. Her alter- 
nate is Mr. Newell. Charles S. Bil- 
lings, hospital administrator of the 
division of hospital facilities for 
the state board of health, is execu- 
tive secretary of the association. 


Oklahoma 


Hospital construction and ex- 
pansion, costs, rates, pensions and 
Blue Cross were among the sub- 
jects covered at the November 19-20 
convention of the Oklahoma State 
Hospital Association. The associ- 
ation met at Tulsa. 

Homer W. Goltry, superintend- 
ent of Enid General Hospital, was 
installed as president during the 
meeting. Officers elected were: pres- 
ident-elect, Kenneth Wallace, sup- 
erintendent of Chickasha Hospital; 
vice president, Paul A. Smith, sup- 
erintendent of Norman Municipal 
Hospital; treasurer, J. P. Cox of 
Oklahoma Baptist Hospital, Mus- 
kogee. 

Harry Smith, superintendent of 
Wesley Hospital, Oklahoma City, 
is delegate to the American Hospi- 
tal Association, and Bryce Twitty, 
administrator of Hillcrest Memor- 
ial Hospital, Tulsa, and immediate 
past president of the association, is 
alternate. Cleveland Rodgers, Tul- 
sa, is association executive secre- 
tary. 


California 


The Association of California 
Hospitals held its midyear meeting 
November 18-19 at Berkeley. Pro- 
gram sessions, divided into four 
main topics, were: California’s 
need for 55,000 new hospital beds, 
new concepts in hospital planning, 
public relations and personnel. In 
addition special sections on public 
hospitals, national hospital news 
from Washington, D. C., and pro- 
prietary hospitals were included in 
the program. 

J. D. Katzive, M.D., director of 
Mt. Zion Hospital, San Francisco, 
is president of the California asso- 
ciation and Leroy R. Bruce, direc- 
tor of Los Angeles County General 
Hospital, is president-elect. Associa- 
tion officers are elected at the an- 
nual spring convention of the As- 
sociation of Western Hospitals. 
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Biggest Customer 


The largest single purchaser of 
hospital and medical services in the 
world today is the United States 
government. A study by the Asso- 
ciation’s Washington Service Bu- 
reau shows that last year the gov- 
ernment spent $1,050,000,000 for 
such care, not including expendi- 
tures for hospital construction. 

About 700 million dollars repre- 
sented the cost of operating federal 
hospitals, the study showed. The 
Army, Navy, Air Forces, Marine 
Service, Indian Service, Veterans 
Administration, District of Colum- 
bia and the Bureau of Prisons op- 
erate about 205,000 hospital beds. 
The Veterans Administration alone 
has 108,000 beds and plans expan- 
sion to about 151,000 by 1951. 
About 12 to 15 per cent of all hos- 
pital beds in the United States are 
federally operated. 

In addition the study points out 
that the federal government spent 
more than 36 million dollars last 
year to purchase care in nonfeder- 
al hospitals. Of this, 35 million dol- 
lars was spent by the Veterans Ad- 
ministration, the largest single pur- 
chaser of hospital care in nonfed- 
eral hospitals. Other expenditures 
include 125 million dollars for vet- 
erans’ Outpatient care and nine 
million dollars for federal em- 
ployees’ health programs. 

Under the now-expiring Emer- 
gency Maternal and Infant Care 
program, about 125 million dollars 
of federal money was spent, of 
which about 60 million dollars 
went for hospital care. 


Health Officers’ Meeting 


Surgeon General Thomas Parran 
last month used his annual con- 
ference with the chief of the Chil- 
dren’s Bureau and the Association 
of State and Territorial Health Of- 
ficers as a sounding board for some 
ideas on federal subsidization of 
students of medicine, dentistry and 
nursing. He received unqualified 
approval. After giving the group 
some figures on shortages of doctors, 
dentists and nurses, he suggested 
federal or state scholarships for fi- 
nancially-handicapped students. “TI 
am convinced,” he said, “that some 
such system is essential.” 

One of his conditions is that the 
applicant must agree to work one 
month in a federal medical service 
for each month of scholarship. If 


not required for active duty in the 
federal service, he would “fulfill his 
obligation to the government by 
employment in a state or local pub- 
lic health service, or even as a final 
choice, by practicing in an area of 
his state designated as a deficit area 
by the appropriate state authority.” 

Transfer: The group renewed an 
old controversy by recommending 
the transfer of health functions of 
the Children’s Bureau to the Public 
Health Service. This move was 
asked in the interest of “economy 
and efficiency.” Under such a sys- 
tem, state health officers would have 
to deal with only one Washington 
agency. 

This attempt dates back to the 
Hoover administration, when such 
a movement caused a split in the 
Hoover White House Conference 
on Child Health and Protection. 
The move was blocked by the late 
Grace Abbot, who was then chief of 
the Children’s Bureau. 

Last year, the health officers tried 
again to secure this transfer, and in 
the last session of Congress they 
attempted to do it legislatively 
through the reorganization bill. 

The Children’s Bureau _ func- 
tions which would be transferred 
are the maternal and child health 
program and the crippled children’s 
program, both authorized under the 
Social Security Act through grants- 
in-aid to states. 

Addresses: The conference, the 
46th of its kind, heard talks by Fed- 
eral Security Administrator Oscar 
R. Ewing, the Surgeon General; 
Haven Emerson, M.D., professor of 
public health at Columbia Univer- 
sity; R. H. Felix, M.D. chief of the 
Mental Hygiene Division; L. A. 
Scheele, M.D., chief of the National 
Cancer Institute; and Vane M. 
Hoge, M.D., chief of the Hospital 
Facilities Division. 


Changes in WAA. 


With only about six months of 
life left in the War Assets Admin- 
istration, President ‘Truman recent- 
ly announced the resignation of 
Maj. Gen. Robert M. Littlejohn as 
head of the agency. Jess Larson, 
deputy administrator, is now acting 
WAA administrator. 

General Littlejohn resigned part- 
ly because he was unhappy with 
Congress. Three pieces of legisla- 
tion passed in 1947 “have retarded 
real property disposals,” he said. 
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But plans are being made, he said, 
which should cure this situation at 
an early date. 

Mr. Larson has said that WAA 
will be closed out by June go. He 
thinks the Federal Works Agency 
should take over the liquidation 
job, which may last 15 years or 
more. He forecast that the estimat- 
ed go billion dollars of war sur- 
pluses will be reduced to less than 
three billion by the middle of this 
year. 

New legislation is expected by 
Mr. Larson. This should cover 
management of plant leases held by 
private concerns, selling of the small 
stocks of consumer and _ personal 
goods still available, unloading of 
large specialized factories that do 
not have much commercial value 
and handling of any new surpluses 
that may arise. Ending priorities 
for veterans and small businessmen 
in order to speed the end of the 
agency has been proposed by the 
new acting administrator. 


Hospital Investigation 


At about the same time that Paul 
R. Hawley, M.D., was appointed 
to head a committee that will rec- 
ommend plans for coordinating 
the medical services of the Army, 
Navy and Air Force, another in- 
quiry along the same general lines 
was announced. Margaret Chase 
Smith, (R), House of Representa- 
tives member from Maine and 
chairman of the House Armed Serv- 
ices Subcommittee on Hospitaliza- 
tion, told about an investigation 
her committee will undertake. 

She is going to conduct public 
hearings early in the year to find 
out how military and federal hos- 
pitals are being run. The commit- 
tee will attempt to see if the gov- 
ernment—and the Veterans Admin- 
istration in particular—is construct- 
ing hospitals without due consider- 
ation of state expansion programs 
developing under the Hill-Burton 
Act. 


New Women's Chief 


Army Surgeon General Raymond 
W. Bliss last month appointed Maj. 
Emma E. Vogel as chief of the new- 
ly-established Women’s Medical 
Specialist Corps. With her appoint- 
ment, Major Vogel became a full 
colonel. 

She now will supervise the dieti- 
tian, physical therapist and occupa- 
tional therapist sections, formerly 
three separate sections. 

General Bliss termed Colonel Vo- 
gel “the nation’s outstanding physi- 
cal therapist.” ‘ 
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Recruitment 


Hospitals that do not have 
schools of nursing as well as those 
with such schools will find use for 
the promotional material that is 
being used in the 1948 recruitment 
drive. A recent letter to non-school 
hospitals pointed out that every 
hospital will benefit from an in- 
creased number of graduate nurses 
and that every hospital must assist 
actively in community efforts if the 
goal of 50,000 new student nurses is 
to be achieved in 1948. 

Prepared by the Advertising 
Council and the J. Walter ‘Thomp- 
son Company, material for recruit- 
ment is being readied now. The 
service of the hospital to the com- 
munity as well as the opportunities 
in nursing is being emphasized in 
this campaign. 

Material: A number of different 
types of advertising materials soon 
will be available to hospitals. One 
of these is newspaper advertising 
mats. Such captions as “Your Hos- 
pital is People—the Finest in Your 
Town,” “Have You Ever Saved a 
Life?”’, “For the Men and Women 
Who Want Everything Out of 
Life,” and ““The Case of the Miss- 
ing Nurse” are used on the mats. 

In the two weeks beginning De- 
cember 29, the first concentration 
of radio spot recruitment messages 
are to be heard nationally. The an- 
nouncements, which are an excel- 
lent opportunity for local commun- 
ity tie-in, will be heard on many 


semen 





ee Serve and Support 
“your Hospital ! 


THIS SEAL is carried on all material used 
in the student nurse recruitment drive. 


network shows. A few of these pro- 
grams are the Boston Symphony, 
Theater Guild of the Air, Dr. Chris- 
tian, Invitation to Learning, the 
Fred Waring morning show, the 
Judy Canova show and One Man’s 
Family. 

A mailing brochure, display ad- 
vertising pieces and other materials 
will be available soon for use by 
both school and non-school hospi- 
tals. 

Guide: The public relations 
guide, prepared at Association 
headquarters, is being mailed now. 
It contains detailed suggestions 
and techniques for integrating pub- 
lic relations and recruitment efforts 
of hospitals. A limited number of 
additional copies of the guide are 
available for non-school hospitals. 
Requests should be sent to the 
Council on Public Relations, Amer- 
ican Hospital Association, 18 E. Di- 
vision Street, Chicago 10. 

Now in preparation is a series 
of seven kits. These will deal with 
use of media and will serve as an 
idea. exchange for recruitment ef- 
forts of hospitals. 


Daily Messages 

At the George Washington Uni- 
versity Hospital, Washington, D.C., 
one minute each day on the public 
address system is allocated to the 
nursing department. At this time 
the director of nursing communi- 
cates with her staff in an effort to 
maintain individual contact with 
each employee. 

The time for these communica- 
tions is scheduled when night nurs- 
es report off duty to the day shift. 
The broadcasts can be heard in 
the nurses stations. 

Leo Schmelzer is superintendent 
of the hospital. 


Withdrawals-Graduations 


An alltime high withdrawal rate 
of student nurses, 39 per cent, was 
reported by The American Journal 
of Nursing in its January statistical 
survey of graduating classes from 
state accredited schools of nursing 
during 1947. 

The total graduating class also 
was a new high—4o0,744, but this 
was drawn from the war-swollen en- 
rollment of 67,000 in 1944. The 
article said the loss could be ex- 
plained “in part at least” by the 
fact that at the end of hostilities 
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in the summer of 1945, students 
were only in their first year of train- 
ing. 

Wastage in the 1946 class, with 
two years of training completed be- 
fore V-] Day, was only 32 per cent. 
Previous to that the loss had never 
exceeded 31 per cent, and with the 
class of 1940, dropped as low at 27 
per cent. 

The article interpreted the 1947 
figures as indicating a need for re- 
evaluation of admission policies in 
schools of nursing, pointing to the 
fact that 1,779 students, only 4 per 
cent of the total graduated, received 
university degrees. 

Only 42 of the graduates were 
men, a very low figure explained 
by the wartime manpower shortage. 
The number of Negro graduates, 
592, was an increase of 50 over the 
previous year. 

General increases ranging from 
two to 43 per cent over 1946 were 
reported from 39 states, with a 13 
per cent average increase for the 
whole country. This represents a 
jump of 64 per cent over 1941, the 
last prewar year. 


Nursing Family 


When Frances M. (Dolly) Burke 
entered St. Margaret’s Hospital 
Training School for Nurses in 
Montgomery, Ala., this fall, she be- 
came the fourth daughter of the 
Gadsden, Ala., Burkes to train at 
that institution. 

Mrs. J. P. Burke, mother of the 
four girls, is herself a registered 
nurse, having been graduated from 
St. Mary’s School of Nursing in 
Brooklyn, N. Y. 


‘lwo of the daughters, Pat and 
Mary, are cum laude graduates of 
St. Margaret’s, while the third, Ros- 
marye, is now at the half-way point 
of her training. Dolly came to St. 
Margaret’s after taking a pre-nurs- 
ing course at Sacred Heart Academy 
in Cullman where she made an out- 
standing mark in campus affairs. 
She had been elected to national 
membership in the “Quill and 
Scroll,” crowned Sacred’s Heart’s 
Queen of the May and elected presi- 
dent of the Children of Mary. 


For More Male Nurses 


Male nurses have been used, off 
and on, for several years. In fact, 
Poet Walt Whitman was a nurse 
during the Civil War, in which he 
helped wounded soldiers of both 
the North and South. While Whit- 
man’s claim that he aided 80,000 to 
100,000 soldiers has never been veri- 
fied by historians, they agree that 
he did a great deal. In fact, his later 
paralysis was attributed to his ex- 
posure to gangrene and other in- 
fectious diseases during the war. 

Believing in the value and po- 
tentialities of male nurses today, 
the New York State Nurses Associa- 
tion has opened a campaign to re- 
cruit more men for their profession. 
In 1946 about 22 men were in 
schools of nursing for men only and 
50 were in schools for men and 
women. 

In 1940, about 2.3 per cent of the 
nurses were men, compared with 4 
per cent in 1910. 

In 1946, 68 schools of nursing 
throughout the country admitted 
men. Twenty of these schools are 





THE BURKE FAMILY of nurses standing outside their Gadsden, Ala., home. They are the four 
daughters (left) Mary, Pat, Rosemarye and Dolly, and the girls’ mother, Mrs. J. P. Burke. 
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in New York State. ‘Three of the 68 
were for men only. 

The New York nurses feel that 
men can be -used advantageously, 
not only for neuropsychiatric pa- 
tients but for other nursing duties 
as well. About 75 per cent of New 
York State’s 20 schools which ad- 
mit men offer highly specialized 
training in the care of neuropsy- 
chiatric patients, over and above 
the basic course in the usual areas 
of general nursing service. 

“This specialization,” said John 
A. Burnham, chairman of the male 
nurses’ section of the New York 
association, “augments rather than 
precludes the professional skills of 
men in the clinical situation. It is 
a popular fallacy that men nurses 
so trained are capable of giving 
only custodial care to alcoholic or 
psychotic patients. This thinking 
is based on the philosophy of the 
‘strong arm’ approach prevalent 
about the turn of the century.” 

Mr. Burnham listed personnel 
administration and clinical psy- 
chology as two fields in which nurs- 
ing training can help a man. He 
made it clear that “nursing is not a 
battleground, nor do the men who 
practice nursing propose to con- 
sider it as such. It is not the inten- 
tion of any group of men to usurp 
the positions held in nursing by 
any group of women.” 

Last month the board of directors 
of the New York State Nurses Asso- 
ciation recommended an immedi- 
ate survey in all hospital training 
schools within the state to find out 
about facilities for training nurses. 
This survey will study situations in 
which men may be employed. It 
will cover the manner and to what 
advantage male nurses may be used 
in hospitals, in private and public 
duty, in federal institutions, in in- 
dustry and in public health and 
welfare. 

The association feels that nursing 
training for men provides good 
background for future work as hos- 
pital administrators. 


Practical Nurse Course 
Philadelphia’s public school pro- 


-gram for training practical nurses 


opened October 15 with a maxi- 
mum quota of students. More than 
500 applications were received at 
that time. 

A total of 50 students entered the 
fall classes at Bok and Mastbaum 
vocational schools. Their ages range 
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between 18 and 50, with most of 
the students in the go to 40 year 
group. Instructors are registered 
nurses, now employed by the pub- 
lic schools, who have bachelor of 
science degrees and have had ex- 
perience teaching in schools of 
nursing. Home management and 
home economics courses are taught 
by high school home economics 
teachers. 


Curriculum: The program pro- 
vides three months of classroom in- 
struction and practice in prepara- 
tion for patient care. Subjects in- 
cluded are: Nursing techniques; 
mother and child care; foods and 
nutrition; care and management of 
the home; care of non-acute con- 
valescent and chronic patients, and 
first aid in diversional occupations. 

At the end of three months, stu- 
dents receive nine months of train- 
ing in Philadelphia hospitals. Each 
hospital accepting students must 
agree to provide a coordinator to 
insure that the educational pro- 
gram is followed. Hospitals must 
pay each student $30 a month. 

It is planned to assign five stu- 
dents to each hospital participat- 
ing in the program. 

The course is free. Students pay 
no tuition but are required to sup- 
ply uniforms, shoes, stockings, a 
fountain pen and a watch with a 
second hand. 

At the end of the one-year course 
qualified students will receive a cer- 
tificate from the School District of 
Philadelphia. 


Qualifications: Prospective  stu- 
dents must fulfill a set of require- 
ments before they can qualify for 
training. Each applicant must be 
a resident of Philadelphia, be be- 
tween 18 and 50 years of age, be in 
good health, be an American citi- 
zen or have first papers, have one 
year of high school or its equival- 
ent, have good character references, 
have a genuine liking for people 
and an interest in caring for the 
sick, 

Three new groups of trainees are 
expected to begin the course this 
month. It is hoped that later the 
course may be opened to non-resi- 
dents of Philadelphia on a tuition 
basis. 

Results; One by-product of the 
Philadelphia program has come as 
a result of screening high school 
graduates and directing their atten- 
tion to the professional nursing 
course. Recently 35 students who 
became interested in nursing 
through applying for admission to 
the practical nurse program were 
accepted by local schools of nurs- 
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Cost Adjustment 


Maryland’s voluntary hospitals 
caring for patients certified as med- 
ically indigent by state or city wel- 
fare agencies were to receive up to 
a maximum of $10 a day for such 
patients beginning January 1. This 
is a 100 per cent rise in payment 
allowed. The previous figure, ap- 
proved at the regular session of the 
legislature this year, was a maxi- 
mum of $5 a day. Formerly the 
figure was $4. 

The $10 maximum was adopted 
at a special session of the Maryland 
General Assembly which opened 
November 6. It was called by Gov. 
W. Preston Lane Jr. to revise the 
state budget upward in an effort 
to meet rising costs. 

Until 14 months ago, Maryland’s 
voluntary hospitals had received 
appropriations to individual hos- 
pital on individual bases for indig- 
ent patient care. When the change 
to $5 per diem charges was made 
this year, costs at Johns Hopkins 
were about $10 a day. 

Soon after that rate had been 
adopted, the Maryland-District of 
Columbia Hospital Association be- 
gan to collect cost data for a cam- 
paign to raise rates more. The op- 


_ portunity came sooner than was 


expected when the special assembly 
was called. 

The Campaign: A _ public an- 
nouncement of the hospitals’ inten- 
tion to try to get a larger amount 
received Governor Preston’s approv- 
al. The newspapers, supplied with 
figures about hospital costs, sup- 
ported the hospitals’ cause after the 
initial announcement had _ been 
made. Newspaper publicity, accord- 
ing to Edwin L. Crosby, M.D., di- 
rector of Johns Hopkins Hospital, 
Baltimore, and past president of 
the hospital association, proved to 
be very helpful in bringing the facts 
before the public. 

Because there was only a short 
time (about two weeks) between 
the first public statement and open- 
ing of the assembly, the hospitals 
had to move quickly. The hospital 
association distributed letters, urg- 
ing contact with state senators and 
representatives, to every adminis- 
trator and trustee. 


Recommended: The governor’s ad- 
dress at the assembly opening rec- 
ommended the $10 a day maximum. 
Explaining how it would work, he 





said, ‘““This does not mean that the 
state would grant to private hospi- 
tals a flat $10 per day for the care 
of the indigent patients but that 
that amount would be available if 
earned by them. The payments 
would be based on the ward costs of 
the individual institutions as de- 
termined by a uniform system of ac- 
counting which would apply to all 
hospitals. The additional cost to 
the state of implementing this up- 
ward adjustment will aggregate $1,- 
067,000 and I recommend that the 
General Assembly make this sum 
available.” 

A bill was introduced immedi- 
ately. Within two days it had passed 
both assembly houses and was sent 
to the governor. In another two 
days the bill had been signed into 
law. 


Warning! 

Hospitals are warned to watch 
for a man giving the name of Jo- 
seph Alphonse Marleau, 2292 Panel 
Street, Montreal, who has paid sev- 
eral Chicago institutions with rub- 
ber checks following short hospi- 
talizations. He is believed to be a 
Canadian citizen and has been re- 
ported to both the Chicago office 
of the U. S. Immigration Service 
and to the Immigration Service, 
Juarez, Mexico. Latest information 
about him came from Raton, N. M., 
from where he is believed to be 
heading toward Mexico. 


The man is 29 years of age, is 5 
feet, 8 inches tall and weighs about 
130 pounds. He is slender with 
black hair and sharp features. 


Administrative System 


The 1,322-bed New York Hospi- 
tal has changed its procedure so 
that matters of policy will be the 
primary responsibility of the board 
of governors and matters of admin- 
istration will be the responsibility 
of the fulltime paid administrative 
staff. 


This was done by removing a 
by-law requirement that the secre- 
tary and treasurer be governors of 
the Society of the New York Hospi- 
tal and by appointing three new 
vice presidents and a secretary- 
treasurer. 

The vice presidents, filling newly- 
created posts, are Henry S. Sturgis, 
former treasurer of the society; 
Walter G. Dunnington, former 
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chairman of the membership com- 
mittee; and Langbourne M. Willi- 
ams Jr., former secretary. All three 
new appointees long have been 
members of the board of governors. 

Laurence G. Payson, former as- 
sistant treasurer and assistant secre- 
tary on the staff of the hospital, is 
the new secretary-treasurer. 

“In view of the major problems 
which the hospital faces today,” 
said President William Harding 
Jackson, “it seems of utmost im- 
portance that the members of the 
board of governors be free to con- 
centrate their efforts on the consid- 
eration of these problems and on 
the formulation of policy.” 


Credit 

Charts on pages 52 and 53 in 
the special section on plans for gen- 
eral hospitals were designed by and 
are used with the permission of 
the Architectural Record. 


Health Unit Material 


A national conference on local 
health units was held by the Ameri- 
can Public Health Association at 
Princeton University last Septem- 
ber. Since that time material has 
been prepared to aid in establish- 
ment of basic local health services, 
as recommended at the meeting. 

A summary article on the confer- 
ence appeared in the November is- 
sue of the American Journal of 
Public Health, and a summary in 
the Survey Mid-Monthly. Both are 
available in reprint form for lim- 
ited requests. 


Other material available to per- 
sons working on development of a 
community health committee in- 
cludes pamphlets and books from 
such organizations as the National 
Health Council, National Tuber- 
culosis Association, National Con- 
gress of Parents and Teachers, Com- 
munity Chests and Councils and 
other national groups. 


Construction 

Altoona (Pa.) Hospital has start- 
ed construction on a new serv- 
ice building containing storerooms, 
mechanical shops, a laundry, kitch- 
en and formula room. This is the 
first unit of the hospital’s two mil- 
lion dollar building program which, 
besides the service building, in- 
cludes a new powerhouse, additions 
to the nurses’ home and new wings 
accommodating 100 more patients. 


Commendation 

New York’s Governor ‘Thomas E. 
Dewey frequently has shown his 
support of the state’s voluntary 
hospitals. Last month, an eight-man 
delegation called on the governor 
in his New York City hotel suite to 
express appreciation. 

The delegation was headed by 
Murray Sargent, president of the 
Greater New York Hospital Associ- 
ation. He was accompanied by 
association Vice Presidents Louis 
Schenkweiler and the Rev. John J. 
Curry; ‘Treasurer Louis Miller, Sec- 
retary F. Wilson Keller and Execu- 
tive Secretary John V. Connorton, 
Ph.D. The other visitors were Roy 


INCLUDED IN the delegation that called on Gov. Thomas E. Dewey to express appreciation 
for his support of voluntary hospitals were (left) Roy Larson, president of the United Hos- 
pital Fund and Murray Sargent, president of the Greater New York Hospital Association. 
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Larson, president, and R. O. D. 
Hopkins, executive director of the 
United Hospital Fund. 

Mr. Sargent, representing the 97 
voluntary nonprofit hospitals of the 
Greater New York Hospital Associ- 
ation, commended the governor foi 
his support and told him of condi- 
tions in the hospitals in and around 
New York City. 

He described the deficits which 
the hospitals faced, attributing these 
losses to “rising food and labor costs 
and other factors.” 

Governor Dewey outlined his 
plans for a statewide program for 
adequate hospital facilities for all 
the people, and gave his approval to 
the United Hospital Fund’s cam- 
paign to raise $2,400,000. He said 
that every effort should be made to 
expand the voluntary hospital pro- 
gram throughout the country and 
to foster local participation. 

To achieve this goal he advocated 
“cooperation and partnership, with 
the government on the one hand 
and the voluntary hospitals on the 
other.” 

Governor Dewey recently ap- 
pointed 24 hospital and health au- 
thorities to the Advisory Council 
of the New York State Joint Hospi- 
tal Survey and Planning Commis- 
sion. ‘This council will assist the 
survey and planning commission in 
carrying out the program of the 
Hill-Burton Act in New York State. 


Residency Training 


The Hospital Council of Greater 
New York issued some statistics and 
opinions on New York City’s res- 
idency training situation _ last 
month. 

in spite of the fact that hospitals 
in New York outnumber those in 
any other of the nine major United 
States cities studied, the council's 
analysis showed that New York is 
behind Los Angeles, Cleveland, Bal- 
timore, St. Louis and Boston in the 
percentage of registered hospitals 
with 200 or more beds. Of the nine 
cities, New York is eighth in _per- 
centage of hospitals with residency 
training programs in general medi- 
cine and general surgery. Only De- 
troit is below New York on the list. 

In Baltimore, said the council, 
where only one of the registered 
general hospitals is smaller than 
100 beds, the percentage of hospi- 
tals with residency training in med- 
icine is 88.9 per cent, and the per- 
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OUTSTANDING EXHIBITS of the very newest in equipment, construction and tech- 
niques leading to better hospital care. 

Nowhere else can such a complete and valuable display be seen—and more ex- 
hibitors than ever before are reserving space for THE FIFTIETH ANNUAL CON- 
VENTION! 

AUTHORITATIVE SPEAKERS representing every aspect of American life will evalu- 
ate the progress and future of health and hospital care in the nation! 
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Atlantic City September 20-23! 
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centage with residency training in 
surgery is 94.4 per cent. The New 
York percentage for both medicine 
and surgery is 34.5 per cent. 

New York City’s hospitals with 
residency training programs in 
medicine number but 5.4 per mil- 
lion population, the second lowest 
ratio of the nine cities studied. In 
surgery training, New York ranks 
at the bottom with 5.2 hospitals per 
million persons. 

Baltimore has 18.6 hospitals with 
residency training in medicine and 
19.8 with residency training in sur- 
gery per million persons the coun- 
cil said. 

Annual Report: In its annual re- 
port for the fiscal year 1946-47, the 
council last month listed its Master 
Plan (Hospirats, June, page 122) 
as an important achieved objective. 
This plan was assembled, after an 
extended period of study and pre- 
paration, under the guidance of 
John B. Pastore, M.D., executive 
director of the council. 

Other council activities listed in 
the report were: (1) special studies 


for an increasing number of indi- 
vidual hospitals, community agen- 
cies and organizations in New York 
City; (2) completion of plans to 
participate in the operation of the 
Hospital Survey and Construction 
Act in New York City; (3) studies 
pertaining to a continuing morbid- 
ity reporting system embracing all 
hospitals in the city; (4) publica- 
tion of the Bulletin as the official 
monthly report on council activity; 
(5) advisory service to sources out- 
side New York City interested in 
coordinated hospital planning, and 
consulting services. 


Present officers at the hospital 
council are William Harding Jack- 
son, chairman; The Very Rev. 
Msgr. John J. Bingham, Norman 
S. Goetz and John H. Hayes, vice 
chairmen; Mrs. Adrian Van Sinder- 
en, treasurer, and Dr. Pastore, sec- 
retary and executive director. 


Cost 


On page 108 of the December is- 
sue, the current construction and 


renovation work at Johns Hopkins 
Hospital was said to cost about 660 
million dollars. The expansion 
plan is estimated at approximately 
$660,000. 


College Directory 


The 1948 edition of the bio 
graphical directory of the Ameri- 
can College of Hospital Adminis 
trators is expected to be distributed 
some time this month. This is the 
fourth time the directory has been 
issued, and due to wartime condi- 
tions, the first since 1944. 

Bylaw changes voted at the col.- 
lege meeting at St. Louis in Sep- 
tember are contained in the direc- 
tory. The names of old and new 
nominees, members and _ fellows, 
and biographical sketches of all 
persons affiliated with the college 
appear in the book. A historical 
sketch of the organization, regional 
information and names of officers, 
regents and committee members 
also are included. 

The new directory will be sent 
to all college affiliates. Other per- 
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NS & BINDERS 


Specifically designed for hospital 
use and made in our own factory 


In our own factory devoted exclusively to the manu- 
facture of gowns and garments for surgeons, nurses 
and patients, 75 different varieties of this one product 
have been perfected according to your requirements. 

All are made of improved textiles, are well cut and 
stitched to give longer service, and the maximum in 
comfort and utility. We know they’re superior because 


we make them ourselves and sell them direct to you. 


The items illustrated are: A. Patient’s gown; B.Surgeons gowns; 
C. Doctors’ operating suits; D. Nurses gowns; E. Mattress 
covers; F. Abdominal “‘T” binder; G. Shaped breast binder; 
H. Surgical stockings; I. Female ““T” binder. 


When ordering or inquiring, just pick up the phone anywhere in the United, States 
and call PHILADELPHIA, WAlnut 2-8922. And don’t hesitate to reverse the charges. 


SPECIALISTS 


IN 


Philadelphia 
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sons in the hospital field may se- 
cure copies by writing to the execu- 
tive secretary, American College of 
Hospital Administrators, 22 E. Di- 
vision Street, Chicago 10. The cost 
of each directory is $10. 


A Suggestion 


A recent issue of Hygeia carried 
an editorial by Morris Fishbein, 
M.D., editor of Hygeia and the 
Journal of the American Medical 
Association, suggesting substitution 
of practical nurses for registered 


professional nurses in a major part 
of ordinary bedside nursing. Dr. 
Fishbein said that more practical 
nurses could be trained to take over 
this work, thus assisting in solving 
the present national shortage. 

After publication of the editorial, 
Ella Best, R.N., executive secretary 
of the American Nurses’ Associa- 
tion, protested by wire to Dr. Fish- 
bein. She said that such a step 
would be “extremely detrimental 
and dangerous to a patient’s wel- 
fare.” 








... and Built to Last a Lifetime! 


@ There’s more to Inland’s new room ensembles than beauty 
of design, comfort and attractive colors. Inland furniture is 


distinctively MODERN . . 


. Styled for modern tastes and 


built of durable steel to provide extra years of trouble-free 
service. The new H-1 group shown above is pleasing and 
cheerful to patients and visitors alike. Available in a wide 
variety of colors, rich wood finishes and attractive color com- 
binations. Can be purchased as a room ensemble, or pieces may 
be purchased individually. One look at Inland’s new hos- 
pital furniture, and you will understand why it is known as 
the furniture with the “Home Atmosphere” feeling. If you 
do not already have a copy of Inland’s H-D Catalog, write for 


a copy today. 


Before You Buy Hospital Furniture 
Get the Facts on the Inland Line 


INLAND 


3921 SOUTH MICHIGAN AVENUE 
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BED COMPANY 


Manufacturers 


¢ CHICAGO 15. ILLINOIS 





Miss Best declared that while the 
A.N.A. supports a program for in- 
creased utilization of practical 
nurses, precautions must be taken 
to make sure they do not practice 
beyond their ability and without 
competent supervision. The A.N.A. 
program, she said, also calls for a 
set period of training at an accredit- 
ed school and for state licensure of 
practical nurses. . 


X-Rays for Washington 

A six-month chest x-ray survey 
for tuberculosis will begin this 
month in Washington, the largest 
American city ever to undergo a 
mass survey of this type. 

Officials expect to x-ray about 
600,000 persons in an attempt to 
survey every person more than 15 
years of age in the city. In Minne- 
apolis last year, 306,000 persons 
were x-rayed. 

The survey will be a joint project 
of the U. S. Public Health Service, 
the District Health Department 
and the District Tuberculosis Asso- 
ciation. A. Barklie Coulter, M.D., 
chief of the health department’s 
Tuberculosis Bureau, is director. 


Project Applications 

Following is a list of initial pro- 
ject construction applications ap- 
proved by the U. S. Public Health 
Service under the Hill-Burton Act. 
(See Survey, Planning, page 119.) 
The list is divided by state and 
carries the following information 
in order: Name of institution, city, 
what will be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share: 


ALABAMA 

Chattahoochee Valley Hospital, Lang- 
dale; general; public health center and 
outpatient department; 82; nonprofit; $1,- 
663,287; $552,633. 

Jefferson County Health Department, 
Birmingham; public health center and 
laboratory; public; $893,700; $297,333. 


FLORIDA 


Gadsden County Hospital, Quincy; gen- 
eral; 60; public; $610,000; $200,000. 


ILLINOIS 

Good Samaritan Hospital, Mt. Vernon; 
general; 100; nonprofit; $1,164,000; $338,000. 
Fairfield Memorial Hospital; general; 
100; nonprofit; $1,003,000; $333,333. 

Mt. Vernon’ Tuberculosis Sanatorium; 
ee 200; public; $2,632,514; $871,- 
1 


Mercer County Hospital, — general; 
50; public; $695,650; $231,8 

Anna City Hospital; casero 50; public; 
$680,100; $221, 166. 

Lawrence County Hospital, Lawrence- 
ville; general and health center; 50; non- 
profit; $617,000; $200,000. 

Clay County Hospital, Flora; genera!: 
50; public; $724,525; $236,775. 


KENTUCKY 


Logan County Hospital, Russellville: 
general; 50; public; $465,000; $150,000. 


MISSISSIPPI 
Leake County Memorial Hospital, Carth- 


HOSPITALS 








ita 
























leaks"’ . . . its calle 




































Theres Something NEW 


: a es wagon | proce- / 
ure that will give you better con- the VW 
trol and put an = to "hidden Ow ag. 





New forms will include payroll check and 
earnings record, general ledger and equip- 
ment records. An improved system that will 
include a "One Typing Peg Board" devised 
by one of the most outstanding hospital 
accountants in the U. S. 

Before you change your payroll system, it 
will pay you to get the details about this 
remarkable new method. 


P.R. Standardized Forms 


are used by over 2/3 of the Hospitals in 
the U. S. because they are 
AUTHORITATIVE, many approved by AHA 
and ACS. Cover all departments—Profes- 
sional Service, Accounting, Administration, 
etc, 

ECONOMICAL, due to our quantity pro- 
duction. 


WRITE FOR INFORMATION 
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Hospital and Medical Records 


161 W. Harrison St. 


WE HAVE A 


Physicians’ Record Co. 47a 
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FORM EVERY HOSPITAL 
PuRPOME 


Chicago 5, Ill. 

















RAY PROOF LEAD 


X-RAY PROTECTION 
METHODS & DEVICES 


IN- OPERATORS’ WINDOWS 


HANDY 4-WAY HOSPITAL LAMP 
Bed, Desk, Room, Reading Lamp 


Attractively simple in design, this 4-way 
useful floor lamp is just about perfect for 
the modern hospital room. Its | unusual 
flexibility makes it equally efficient as a 
reading lamp — desk lamp — bed lamp — 
room lamp — providing absolute maximum 
convenience and usefulness for the patient. 
A plug-in receptacle in the small center 
canopy is ideal for the patient’s electric 
shaver or other devices, as well as the 
physician’s diagnostic instruments or head- 
light. There’s also a night light at bed 
level where it will not disturb the patient. 
The finish is statuary bronze and brass. The 
lamp is 61” high overall, 5112’’ to bottom 
of shade, which is 9'¥2”’ diameter. Has 
10%” round, weighted base. 


LT-400 Combination 4-Way 


Grr EG Bie ac 22.23. osc-c tec Each $14.50 
Lots of 6 or more...... sovssceoncer Ren ESD 
Liots:of" 12 0F MoOrex:.:.....-3.-.-.8 Each 13.50 

New 


ALL-NYLON HAND BRUSH 





The tufts are anchored in. The back is 
practically non-breakable. Has molded rim 
acting as soap retainer. Although the bristles 
are crimped to retain soap and water for 
scrubbing they are easily cleaned. Bristles 
are soft to the skin, but rigid enough to 
scrub well. Fits into most brush dispensers. 


HS-324 All-Nylon Brushes......Each $ 1.50 
BGOZEN 1O1Sic.c0--cccascecceseones per dozen 14.50 
Meera IEG coeds Abs cseeecaseess dozen 13.50 



















SULATED PARTITION 


BLOCKS RAY PROOF GLASS 


RAY PROOF FURRING FILM PASS BOXES 


RAY PROOF VENEER 
PANELS 


X+RAY PROTECTIVE 
SCREENS 

LEAD LATH LIGHT PROOF SHADES 

LEAD COVERED NAILS AND FRAMES 


PREPARED PLASTER 1% G8 510.0) 2p 0) OA'9 2) 5) 


LEAD LINED DOORS 


LIGHT PROOF LOUVERS 








Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


e 
Write for details and descriptive folder 


| RAY PROOF CORPORATION 
| 330 E. 26th Street New York 10, N. Y. 


| Agents in principal cities 































New MENDA 
ALCOHOL DISPENSER 


Just swing back the cap and press 
sponge or cotton against the top to 
saturate in alcohol. You do not have 
to touch bottle, need only one hand. 
There is no. spilling, dripping or 
evaporation. Contents of bottle is 
sealed behind a double check valve 
The swing cap protects top from 
dust and lint. Capacity 255 cc. Parts 
are chrome and stainless steel, housed 
in plastic. 


HY-1201 Alcohol Dispenser 
SPORE ce. corsdmeertcoreas sea Bee $1.75 


ORDER DIRECT — PROMPT SERVICE 
EVERYTHING FOR SURGERY AND HOSPITAL 


Avie ler and Company 


408 S. HONORE STREET CHICAGO 12, ILLINOIS 
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Winston County Public Health Center, 


A et general and nurses’ home; 50; public; 
172,866. Louisville; public health center; public; 
Tippah Count ny Riohy; gener- $1,164,000; 000. 
al and nurses’ home; 40; public; $316,000; Copiah County Hospital, Hazlehurst; 


general and — home; 50; public; 


Green County Hospital, Leakesville; $460,000; $148,333. 
general; a; P ublic; $2. ,900; $77,300. Noxubee County Hospital, Macon; gen- 
Chocta ‘ounty ospital, Ackerman; eral; 50; public; $498,100; $161,866. 
general; 35; public; $141,200; $45,066. Northeast Mississippi Hospital, Boone- 
Hum ghreys County Community Hospi- ville; general; 50; public; $600,000; $195,- 
$e, an oni; general; 40; public; $281,000; 500. 
Clay County Health Center, West Point; 
ublic health center; public; $68,140; $22,- apne aint cena 
Dare ota Ay roger} pipntee: general; 
‘Franklin County Health Center, Mead- 15; _ public; 
ville; public health center; public; $45,000; Halifax county ‘Conimunity Clinic, Scot- 
15,000. land Neck; general; 20; public; $160,000; 
Issaquena & Sharkey County Health $53, ; ; 
Center, Rolling Fork; Public health cen- Montgomery Memorial Hospital, Troy; 
ter; public; $37,632; $12 544, general; 40; nonprofit; $480,000; $160,000. 
Kemper County Hospital, DeKalb; gen- Scotland County ‘Memorial Hospital, 
eral; 30; public; $240,000; $78,666. Laurinburg; general; 100; nonprofit; $1,- 
Scott ‘County Hospital, Forrest; general; 200,000; ,000. 
50; public; $444,300; $134,766. Sampson County Hospital, Clinton; gen- 
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An Innovation by HARD 


The LIFE - LONG “TWELVE” 


A “BREATHING” MATTRESS 
With a 12-Year Guarantee 
















DESIGNED FOR USE 
IN HOSPITALS, 
EXCLUSIVELY 





For Management’s 

Lead Pencil 
By increasing the quality of 
this mattress, the price your 
dealer will quote you on this 
mattress will cut your mat- 
tress cost to around % of a 
cent a day. 





This distinctive new Life-Long “12” Breathing Mattress combines - 
both new materials and improved construction. It interprets the latest 
suggestions of important men in the hospital field, who have given 
years of observation, research and study to mattress specifications 
and their relation to patient comfort and care. 


The new Life-Long “Breathing” Mattress, leader in the Life-Long 
line of bedding is available through your hospital supply dealer. Ask 
him for complete specifications and delivery dates. 


H A R ) MANUFACTURING ve. 
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eral; 100; public; $1,200,000; $400,00 
Franklin County Hospital, aiexe: 
general; 50; public; ee 000; 00, 
Chatham ‘ounty ospital. | Siler ‘City: 
general; 50; nonprofit; $ $200,000. 
Person County Memorial Hospital Rox- 
boro; general; 60; nonprofit; $724,250; 


Stanley County Hospital; general; 100; 
nonprofit; $1,200,000; $400,000. 


OKLAHOMA 


Oklahoma State Health Department, Ok- 
lahoma City; poe department labora- 
tory; public; $56,40! 

Eastern Oklahom: © seeaetet, Vinita; tu- 
berculosis; 30; public: $112,500; $37,500. 

Jackson Coun Boge ry ‘Altus; general; 
55; ae $457, $150,000. 

Central Fg "Hospital, Norman; —- 
ee. Fy blic; $337,500; $112,50 

Guy: v Gi Hospital; general; 20; a 
a $178, 000; 59,266. 

Hugo Memorial Hospital; general and 
si center; 32; public; $301,160; $99,- 


airfax peunictpes eeiaaee general; 16: 
es. $165,300; 
Nowata pital tne. general; 30; non- 
profit; $115,450; $36,81 
Okeene Municipal Hospital: general; 24; 
public; $201,000; 
‘ushing Municipal Hos ital; general; 
31; ‘public; $316,495; $105,498. 
Cimarron County Hospital, Boise City; 
general; 16; public; $182,630; $59,876. 


TEXAS 


Shackelford County Memorial Hospital, 
Albany; general; 16; public; $110,525; $36,- 


Uvalde County Hospital; general; 40; 
public; $378,900; $126,300. 

Gray ‘ounty Hospital, Pampa; general; 
90; public; $1,003,000; 3,333. 

Lee Memorial Hospital, Giddings; gen- 
eral; 16; nonprofit; $132,600; 200. 

San Saba tage A Hospital; general; 22; 
public; Bag <mne 66. 

Goliad ounty ‘Hospital; general; 14; 
public; S127 500; 166. 

Calhoun County Stopital, Port Lavaca; 
general; 20; public; $227,000; $75,000. 
Jefferson County Health Center, Port 
Arthur (Norton Memorial); public health 
center; public; $97,800; ,600. 

Bexar County Hospital, San Antonio; 
tuberculosis; 100; public; $342, 108; $114,036. 











CURRENT LISTING 
OF NEW MEMBERS 











INSTITUTIONAL MEMBERS 
ARKANSAS 
Forrest City—Roy Hospital 


CALIFORNIA 
Chula Vista—The Guest House 
Chula Vista—Vista Hill Sanitarium 
San Francisco—Sutter Hospital 
FLORIDA 
Bradenton—Bradenton General Hospital 


GEORGIA 


Atlanta—Aidmore : 
Columbus—West Georgia Hospital Service 
Association, Inc. 
Louisville—Pilcher Hospital 
Milledgeville—Richard Benion Clinic 
IDAHO 


Boise—Department of Public Health 
Cottonwood—Our Lady of Consolation 


Hospital 
ILLINOIS 
Princeton—Perry Memorial Hospital 
INDIANA 
Martinsville—Morgan County Memorial 
Hospital 
KENTUCKY 
Louisville—Louisville General Hospital 
Waverly Hills—Waverly Hills Tuberculosis 
Sanatorium 
LOUISIANA 
New Orleans—Lakeshore Hospital 


MASSACHUSETTS 


Boston—The Washington Hospital 
Winchendon—Winchendon Hospital, Inc. 
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Signs help hospital efficzency 











Efficiency in staff work and quality in 
service facilities are requirements of mod- 
ern hospital management. 

Bankette’s high-quality, edge-lighted 
glass signs are helping hospitals, nation- 
wide, to “stay on the peak” of efficiency 
24 hours a day. When you build, remodel 
or make hospital extensions, remember 
that since 1925 this company has been a 
leader in the field of dignified, yet atten- 
tion-compelling, directional signs. 


Write for our descriptive catalogue 


“Light the Way to Efficient Operations” 


THE BANKETTE company 


INCORPORATED 
127 Federal Street, Boston 












































STAINLESS 
DINNER 
PLATES 


Heavy Gauge 
Turned Rims 


No. Size Dozen 
9348 634”"x5%” $12.60 
9356 9”x34” $21.00 
9357 10”x34” $24.00 





STAINLESS 


3 -Compartment 


PLATES 


Heavy Gauge 
Turned Rims 


No. Size Dozen 
9360 Oxi $21.60 
9361 1134”xi” $27.00 
9362 1134”x1%4.6" $30.00 

















Oke 
CYCLOPROPANE 


“Ohio Chemical” has been 
one of the world’s leading 
manufacturers of medical gases 
and administering equipment 
for more than 50 years. 


The pioneering and assistance 
of “Ohio” laboratories and 
technicians aided in the devel- 
opment of cyclopropane as a 
dependable gas for anesthesia. 


“Ohio” medical gases include: 
NITROUS OXID 
ETHYLENE 
CYCLOPROPANE 
OXYGEN 

CARBON DIOXID 


OXYGEN-CARBON 
DIOXID MIXTURES 


HELIUM 


HELIUM-OXYGEN 
MIXTURES 





THE OHIO CHEMICAL & MFG. CO. 
1400 East Washington Avenue, 

















Madison 3, Wis. 
For Immediate Delivery 
HOSPITAL EQUIPMENT CORPORATION Gases, and Supplies fer he Potesson 
95 Madison Avenue New York 16, N. Y. Hospitals and Research Laboratories 
BRANCH OFFICES IN PRINCIPAL CITIES <Hlo> 
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The Place of 


IODINE 


tn Preventive Medicine 


e Prevention of disease and 
infection is a primary aim of 
Medicine and Surgery. Iodine 
and its compounds furnish 
invaluable assistance in the 
achievement of this goal. 


e As an essential element in 
human and animal nutrition 
the use of Iodine, as Iodide in 
lodized Salt, has become an 
established practice in the 
prevention of simple goitre, 

e Suitable Iodine preparations 
serve as a standard of excel- 
lence for preoperative skin 
preparation and for first aid 
use where an antiseptic of un- 
questioned efficacy is required. 


e In the varied fields of pre- 
vention, diagnosis and therapy 
few medicinally endowed ele- 
ments serve such useful pur- 
poses as do Iodine and its many 
compounds and derivatives. 
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; MISSISSIPPI 
Jackson—Mississippi Hospital and Medical 
Service 
MISSOURI 


Hannibal—St. Elizabeth Hospital 

St. Louis—The Doctors Medical Foundation 
NEVADA 

Henderson—Rose de Lima Hospital 


NEW JERSEY 
Dover—Dover General Hospital 
Jersey City—Margaret Hague Maternity 
Hospital 
NEW YORK 
New York City—The Salvation Army 


OHIO 
Alliance—The Alliance City Hospital 
Springfield—Springfield City Hospital 
PENNSYLVANIA 
Philadelphia—Methodist Hospital 


TENNESSEE 
Chattanooga—Barton Clinic 


TEXAS 


Houston—Physicians & epouae Hospital 
Monahans—Turney Hospita 


WEST VIRGINIA 
Grafton—Grafton City Hospital 
Parkersburg—Parkersburg Hospital 

Service, Inc. 
Ravenswood—Ravenswood Hospital 


WYOMING 
Cheyenne—Memorial Hospital of Laramie 
County 
CANADA 


New Brunswick—Department of Health, 
Providence of New Brunswick 


PERSONAL MEMBERS 


Abrahamson, Louis Allen—Architect—New 
York City 

Adams, Sherrill S.— Admin. — Annapolis 
(Md ) Emergency Hospital 

Ahern, Thomas E.— Trustee — Cambridge 
(Mass.) City Hospital 

Alam-ud-Din, Khalil Ali— Asst. Admin. — 
American University Hospital — Beirut, 
Lebanon 

Ballinger, Robert I—Architect—The Bal- 
linger Company—Philade — 

Barton, Eric—Asst. Supt.—Emory Univer- 
sity (Ga.) Hospital 

Baskerville, H. Coleman—Partner—Basker- 
ville & Son—Richmond, Va. 

Beers, Mrs. MayBelle — Mem. Adv. Bd. — 
James Decker Munson Hospital—Traverse 
City, Mich. 

Berry, Charles E.—Asst. Dir—Mount Au- 
burn Hospital—Cambridge, Mass. 

Beswick, Col. Herbert G.—Supt.—Kenmore 
Hospital—Boston 

Birckhead, Leah P.— Head Bookkeeper — 
Maryland General Hospital—Baltimore 

Blackhall, Allan J.—Supt.—Medical Mission 
Dispensary—Boston 

Blaser, Lydia — Dir. of Nurs. — Roger Wil- 
liams General Hospital—Providence, R. I. 

Boruff, Edgar H.—Bus. Mgr.—St. Louis City 
Hospital 

Bourschiedt, Paul F. — Dist. Mgr. — Blue 
Cross Plan for Hospital Care—Chicago 

Bowman, Clarence A. — Acct. — Mt. Zion 
Hospital—San Francisco 

Bradley, L. O. — Assoc. Prof. of Hosp. 
Admin. — School of Hygiene — Toronto, 
Ont., Canada 

Brooks, George W.—Student—Yale Univer- 
sity—New Haven, Conn. 

Brown, Norman R. — Edu. Dir. — Salem 
(Mass.) Hospital 

Buck, Mrs. Dorothy B.—Per. Dir.—Massa- 
chusetts Memorial Hospital—Boston 

Capra, M. F.—Admin. McPherson Memorial 
Hospital—Howell, Mich. 

Childs, Theodore F. — Supt. — Brockton 
(Mass.) Hospital 


Cobun, William A.— Bus. Mgr. — Grafton 
(W. Va.) ~ Hospital 

Collins, Jay W.—Supt.—Glenville Hospital 
—Cleveland 

Cook, Lewis F. — Exec. Off. — Veterans 
ne gaeeatename Hospital—West Roxbury, 


oar Herold — Architect — Will, Folsom & 
Smith, Inc.—New York City 

Craig, Allan 4.-dauiient-~Wachdienton Uni- 
versity School of Medicine—St. Louis 

Crawford, Asa R.—Bus. Mgr.—Hartford 
(Conn.) Hospital 

Curran, Francis Melvin — Exec. Officer — 
Cushing Veterans Administration Hospi- 
tal—Framingham, Mass. 

Cutler, Robert W.— Architect — Skidmore, 
Owings & Merrill—New York City 

Dabney, Reginald H.—Asst. Dir. ilerviend 
Hospital Service, Inc.—Baltimore 

Daniel, Otis G.—Pur. Agt.—Grady Memori- 
al Hospital—Atlanta 

Dann, Bob — Supt. — Hackley Hospital — 
Muskegon, Mich. 

Davidson, John V.—Bus. Mgr.—Charles V. 
Chapin Hospital—Providence, R. I. 

Days, Lenonard W.—Exec. Off.—Veterans 
Administration Hospital—Bedford, Mass. 

Deems, William A.— Dir.— Social Service 
Div.—Baltimore City Hospital 

De Lear, Edward C. — Asst. Admin. — St. 
Francis Hospital—San Francisco 

Doran, William L., Jr., M. D.—Asst. to Chief 
of Edu. — Veterans Administration — 
Washington, D. C. 

Duback, George G.—Admin. Intern—Uni- 
versity Hospitals of Cleveland 

Egdorf, John E.— Rehabil. Consul. — Chi- 
cago Municipal Tuberculosis Sanitarium 

Ettinger, Robert L.—Supt.—Aidmore— 
Atlanta 

Eustelle, Sister Mary—Supt.—Farren Me- 
morial Hospital—Montague City, Mass. 

Evans, Nelson F.— Student —Yale Univer- 
sity—New Haven, Conn. 

Fochtman, Eugene—Mem. Adv. Bd.—James 
Decker Munson Hospital—Traverse City, 
Mich. 

Foresman, Harriet — Per. Asst. — Wesley 
Memorial Hospital—Chicago 

Foster, George B., Jr., M. D.—Med. Dir.— 
Cambridge (Mass.) ‘City Hospital 

Frederick, Bentley—Supt.—Children’s Hos- 
pital—Louisville, Ky. 

Geibel, Edgar L._Student—Yale University 
—New Haven, Conn. 

Gerber, Joseph Hanford, M. D.—Student— 
Yale University—New Haven, Conn. 

Grannum, E. Stanley, M. D. — Admin. — 
Whittaker Memorial Hospital — Newport 
News, Va. 

Hanna, Albert R. — Supt. — Central Clinic 
and Hospital—Salem, Ohio 

Harris, Vernon, L.—Hosp. Projector Sup’r 
Idaho Dept. of Public Health—Boise 

Harvey, Arthur W.— Exec. Off. — Veterans 
Administration Hospital—Rutland 
Heights, Mass. 

Hill, Francis S.—Asst. Dir.—Massachusetts 
Eye & Ear Infirmary—Boston 

Horowitz, Jacob, M. D. — Asst. Dir. — Mai- 
monides Hospital of Brooklyn 

Hutchins, Harold L., Jr.—Admin. Intern— 
Grasslands Hospital—Valhalla, nN. Y. 

Hull, Betty—Admin.—Little Falls (N. Y.) 
Hospital. 

Hunt, John W.—Admin. Off.—U. S. Marine 
Hospital—Brighton, Mass. 

Ivy, Robert A.— Admin. — Doster Hospital 
& Clinic, Inc.—Columbus, Miss. 

— Laurence P.—Architect—Evans- 
on, 

Kantor, Lester J.. M. D.—Sr. Med. Off.— 
Winnebago (Neb.)- Indian Hospital 

Kelly, Francis, W., M. D.—Supt.—Brandon 
(Vt.) State School 

Kempe, Paul W.— Asst. Supt. — Lutheran 
Deaconess Hospital—Chicago 

Kennaugh, Milton C. — Admin. Intern — 
Lowell (Mass.) General Hospital 

Kidder, Henry B.—Student—Yale Univer- 
sity—New Haven, Conn. 

Kieffer, Richard F., M. D. — Med. Dir. — 
Maryland Hospital Service, Inc. — Balti- 
more 

Klish, John Edward — Asst. Supt. Massa- 








SURGICAL SOAP 
and DISPENSERS 


Midland Laboratories 
Dubuque, lowa 











HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 
Silver esgad 75% 


6"* 500's $4. 
Packed in vials of 100's 


YS Arzol Chemical Co. 
Marre ol Nyack, N. Y. 
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EMERSON LUNG IMMOBILIZER 


FOR TREATING TUBERCULOSIS BY LUNG REST 
WITHOUT SURGERY OR PNEUMOTHORAX 


In use in New York, Yonkers, and Pough- 
keepsie, N. Y., Northampton, Mass., Powers, 
Mich., Chicago, Ill., Winnebago, Wis., and 
Decatur, Ala. 


WRITE FOR INFORMATION ABOUT THESE AND 
OTHER REPRINTS THAT ARE AVAILABLE: 
“, .. continuous arrest of voluntary respira- 
tion took place and no changes in chest vol- 
ume were discerned .. .” 
Alvan L. Barach: Immobilization of 
Jungs through pressure. Am. Rev. Tu- 
berc. XLII:5 (Nov.) 1940. 
“. . , immobilizing the lung helped to bring about a stabilization of the 
disease and to initiate a recovery process...” 
Alvan L. Barach: Continuous arrest of lung movement. Am. Rev. 
Tuberc. XLIII:1 (Jan.) 1941. 
“... In every instance the patient himself liked the treatment... re 
10 patients with advanced pulmonary tuberculosis ... 5 patients became 
clinically well and were discharged as able to work...” “... recovery took 
place in cases that had shown no response to routine measures .. .” 
Alvan L. Barach: Immobilization of both lungs. Am. Rev. Tuberc. 
LIII:2 (Aug.) 1945. 


J. H. EMERSON CO. 22 Cottage Park Ave. - CAMBRIDGE 40, MASS. 
EMERSON RESUSCITATOR |= EMERSON RESPIRATOR AND PLASTIC DOME = EMERSON HOT PACK WARMER — RESEARCH APPARATUS 


Hetscack PARAFFIN BATHS 


DUAL CONTROLS FOR SAFE OPERATION 





9 «666 




















Thermostatically controlled and designed to per- 
mit ease of operation and a minimum of supervisory 
attention. Safe limit thermostat prevents overheat- 
ing. Excellent results have been obtained in peri- 
pheral vascular disease, post operative care of 
fractures, dislocations, sprains, contusions, special 
cases for after effects of poliomyelitis and for relief 
of chronic and acute arthritis. Constructed in two 
sizes for the arm and the foot. 















Mopet No. 2002 includes a stand for treatment of the 
hand, arm and upper extremities. SIZE: 12” wide, 
12” deep, 25” long. Overall height, 32”. 


MopeL No. 2001 is a floor bath used for treatment of 
the foot, leg and lower extremities. SIZE: 15” wide, 
15” long, 20” high. Overall height, 25”. 


BOTH MODELS COMPLETE WITH 
WAX, OIL AND THERMOMETER 













MODEL 2002 













FOR CATALOG 





SEND 





THE ELECTRIC Hiptack COMPANY, INC. 


COTTMAN AVE. AT MELROSE ST. PHILADELPHIA 35, PENNSYLVANIA 


JANUARY 1948, VOL. 22 139 








Ideal For Premature, Normal Babies 


Cventle 


America’s Most Popular Nurser 
“IT BREATHES AS IT FEEDS!" 


The Ideal Hospital 


Nursing Unit— 


Nipple, Bottle, Cap 
All-in-One Unit. 


cd 


Nipple and formula 
sanitarily sealed 
in Evenflo Bottle. 


<~ Nipple Up 
For Feeding. 
Twin air valves 
provide smooth 
nursing action. 


Wide mouth 
bottle easy to 
fill and clean. ors 


Sealed Evenflo Nursers F 
ready for refrigerator. 





4-0z. Evenflo Nursers are $1 80 per doz. 
Ask your wholesaler for a supply or write 
) us direct. 
The Pyramid Rubber Co., Ravenna, Ohio 
* Patented 


Approved by Doctors and Nurses 





chusetts Memorial Hospital—Boston 

Kroeger, Hilda H., .-—Student—Yale 
University—New Haven, Conn. 

Lappin, James V.—- Bus. Mgr. — Methodist 
Hospital—Philadelphia 

Lasharzewski, Joseph — Admin. Asst. — 
Middlesex ticepital—Siiddiatown, Conn.. 

Lemon, Allan — Supt. — American Legion 
Hospital—Battle Gosek. Mic 

Leonard, Ralph D.—-Supt i (Mass.) 
Hospital 

Lichty, Joseph S., M. D.—Asst. Dir.—Massa- 
chusetts General Hospital—Boston 

Linder, Douglas — Mem. Adv. Bd. — James 
—— Munson Hospital—Traverse City, 

ich. 

Lowry, Robert D. — Asst. Admin. — New 
England Deaconess Hospital—Boston 

Maness, Sylvia H.—Act. Dir.—Allerton Hos- 
pital—Brookline, Mass. 

Mattos, Edmund R.— Student — Yale Uni- 
versity—New Haven, Conn. 

McCarthy, Allen J.—Registrar—U. S. Ma- 
rine Hospital — Stapleton, Staten Island, 
New York 

McComb, Marjorie H.—Asst. Dir.—Concord 
(N. H.) Hospital 

McGraw, Dwight D.— Bus. Mgr. — Collins 
Memorial SieasbintStnoseiie, Iowa 

McHugh, William Patton — Supt. — Cam- 
bridge forsee! | Sanatorium 

McKay, Katye E — Supt. — Garden 
Hospital—San Francisco 

McLean, Charles M. — Admin. Intern — 
Barnes Hospital — St. Louis 

McPartland, Tustin S.—Exec. Off.—Veterans 
Administration Hospital — Northampton, 

ass 

Medary, Bess H.—Dir. Social Service — 
Rhode Island Hospital—Providence 

Melville, George C. — Dir. — Massachusetts 
Hospital Service, Inc -—Boston 

Middleton, A. Joyce—Asst. Bkkper.—Mary- 
land General Hospital—Baltimore 

Mieras, Spencer H.—Mem. Adv. Bd.—James 
Decker Munson Hospital—Traverse City, 
Mich. 

Murphy, Ralph Butler—Admin. Asst.—U. S. 
Marine en gly 9 Mass. 

O’Brien, William B., M.D.—Asst. Supt.— 
State Sanatorium—Wallum Lake, R. I. 

O’Rourke, Thomas Edward—Admin. Asst. 
U. S. Marine—Boston 

Parker, Richard E—Dir. -~Hospital Service, 
Inc.—Canton, Ohio 

Parsons, John T.—Mem. Advis. Bd.—James 
oo Munson Hospital—Traverse City, 

ch. 

Peterson, Carman, A., Maj.—Chief Air Med. 
Sect tion—Administrative Branch Strategic 
a Command—Andrews Field, Washing- 


Gc. 
Philip, Sister Mary—Treas.—Mercy Hospi- 
tal—Baltimore 
Prentzel, Frank Jr.—Dir—Methodist Hospi- 
tal—Philadelphia 














Justify your 
REQUEST 
FOR 
BEQUESTS 

With FACTS 


OMPREHENSIVE accounting meth- 
C ods greatly facilitate the efforts 
of fund-raising committees. Accurate 
records of services rendered to the 
needy of the community together 
with their related costs easily justify 
the hospital’s request for public do- 
nations to sustain charity work. 

It would be a privilege to confer with 
you regarding the adequacy of your 
accounting system. 


F. T. MUNCIE & CO. 


Accountants, Auditors and Consultants 
17 years of active experience in hospitals 
serving some of the most prominent. 


333 NORTH MICHIGAN AVENUE 
CHICAGO 1, ILLINOIS 


Prien, Eleisa C.—Supt.—Sol-e-Mar Ortho- 
pedic Hospital for Children—New Bed- 
ford, Mass. 

Ratay, Vlad, F.— Supt.— Washoe County 
General Hospital—Reno, Nev. 

Richards, W. J.—Supt.—Greenwood (S. C.) 
Hospital 

Roadruck, R. Davis, M.D.—Chief Med. Off. — 
Veterans Administration Center — Bath, 


«eA 

Roberts, Norman D.—Admin.—Perry Me- 
morial Hospital—Princeton, Ill. 

Roy, Jesse Max, M.D.—Chief Surgeon & 
Owner—Roy Hospital—Forrest City, Ark. 

Russell, Maj. George Fisher — Territoria! 
Auditor — Salvation Army — New York 


ity 
Rute Sister—Asst. Admin.—St. Johns Hos- 
pital—Lowell, Mass. 
Sable, Ernest M.—Student—Yale University 
—New Haven, Conn. 
Schlotman, Dean, R.N.,—Supt.—Shamokin 
(Pa.) State Hospital 
Shrode, Jack W. — Student — Washington 
University School of Medicine—St. Louis 
Sibley, Hiram—Trustee .& Treas.—Genesee 
Hospital—Rochester, 
Simmons, Robert P.—Personnel Dir. & Of- 
od Megr.—St. Luke’s Hospital—Fairhaven, 


ass. 

Skelly, Rev. Lawrence E.—Diocesan Dir. of 
Hospitals—Waterbury, Conn. 

Smith, Paul E—Mem. Advis. Bd.—James 
Decker Munson Hospital—Traverse City, 


ich. 

PRs wy Florence A. — Supt. — Somerset 
(Ky.) City Hospital 

ee rthur N. — Architect — Will, 
Folsom & Smith Inc.—New York City 

Staples, Mrs. Doris W.—Admin.—Winch- 
endon (Mass.) Hospital 

Stolz, L. E.—Bus. Admin.—St. Vincent’s 
Hospital—Sioux City, Iowa | 

Stone, Douglas Dacre — Architect — San 
Francisco 

Sutton, Joe D.—Exec. Off.—Physical Medi- 
cal Rehab. Veterans Hospital—Murfrees- 
boro, Tenn. 

Taylor, Mrs. Frances F.—Architect—Will, 
Folsom & Smith Inc.—New York City 
Temple, Seth J. — Architect — Seth J. 
Temple-Arthur Temple Architects — 

Davenport, Iowa 

Trapani, Anthony L.—Med. Admin. Off.— 
Med. Div. Brooklyn Regional Office Vet. 
Admin 

Turner, J; Gilbert, M.D.—Supt.—Royal Vic- 
toria Hospital—Montreal, Can. 

Upton, Thomas E.—Reg.—Veterans Admin- 
istration Hospital—Bath, N. Y. 

Van Pelt, L. W. Jr —— Dir.—University 
ge Pe dar 

Waife, Mitchell et Fini. Asst.—Meno- 
rah Hospital—Kansas City, Mo. 

West, Edward J.—Asst. Supt —Charles V. 
Chapin Hospital—Providence, R. I. 

Whigham, S. J., Jr—Compt.—Grady Me- 
morial Hospital—Atlanta 

Wilson, Frank — Supt.— Grady Memorial 
ee 

Wilson, Fred W.—Chief Clerk Admin. As- 
sist Cooper Hospital—Camden, N. J. 














REGISTRY 
FOR NURSES 


Female 


Hospital Administrators—Director of Nurses 
oor Supervisors—Staff Nurses 
Anesthetist—X-Ray Technician 
Industrial—Institutional 
Office—Instructors 
Dietitians—Laboratory Technicians 
Everything Pertaining to Personnel 
of Hospitals 
NATION WIDE SERVICE 
Prompt Day @& Nite Service Calls 
LOUIDA FISHER, R.N., Registrar 
(Since 1901) 


IRVing 7142 


3801 N. Pulaski Road 
Chicago 41, Ill. 
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